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XIV. The Technic of Dilatation of the An- 
terior Urethra with the Oberlaender or Kollmann 
instruments will be considered in connection with 
the technic of dilatations of the entire urethra. 

Authorities differ regarding 

XV. INserTING the method according to which 

ANTERO-PoSsTERIOR instruments should traverse 

Divators the urethra. All necessarily 

agree that individual conditions may compel varia- 

tions from any adopted technic. The operator’s 
judgment must always be his final guide. 

Our preference in all cases where instruments of 
the Guyon curve are used, is for the time-honored 
“tour-de-maitre.” 

The underlying principle of this method has had 
mention in describing the introduction of the Ober- 
laender anterior dilators. The object in view is not 
to avoid, but to seek any and all obstacles that may 
impede the instrument’s progress; this is possible 
only when the instrument is guided along the 
urethral floor. Then, whenever an obstacle is en- 
countered, it can easily be surmounted by raising 
the dilator’s point over it. All this can very easily 
be accomplished by the tour-de-maitre, and more 
safely, than by any other technic. 

Keyes* calls the tour-de-maitre “brilliant but 
dangerous.” This can be construed as a wise warn- 
ing to those not endowed with, or unable to acquire, 
that delicacy of touch without which no genito- 
urinary work can be successfully carried out. 

Reduced to its simplest elements, the steps of in- 
troducing a dilator by the “tour-de-maitre’ may be 
presented as follows: 


* Keyes & Keyes: The Surgical Diseases of the Genito-Urinary 
Organs. Appleton, 1904, p. 22. 


1. Hold the dilator as a pen, with its beak point- 
ing downwards. 

2. Prolong the left Poupart’s ligament by an 
imaginary line extending over the right thigh. Rest 
the little finger of the right hand at such a spot on 
this imaginary line as will bring the tip of the in- 
strument close to the meatus. 


Fig. 5. Manner of holding penis and instrument for insertion of 
anierior dilator. 


3. Take the penis with the left fingers and gently 


“hook” it upon the point of the dilator until the lat- 


ter’s point has traversed the fossa navicularis. 

4. Extend the penis down the imaginary line (Fig. 
6) until the urethra has been drawn over the dila- 
tor, and slightly advance the dilator while so doing. 
During this step keep the little finger immovable 
upon the point where it was first plaeed. 


Nove.—Throughout the preceding steps guide the 
dilator’s point along the floor of the urethra. If 
the slightest impediment is felt, raise the dilator’s 


‘ point sufficiently to surmount the obstacle; in doing 


so pass the dilator’s point over the surface of the 
impediment; when it is passed continue along the 
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urethral floor. If an Oberlaender dilator is used, 
its point may engage in an enlarged Morgagnian 
crypt when raised from the floor; then withdraw 
the instrument just enough to free its point and 
proceed between the mouth of the crypt and the 
impediment before avoided. 


Fig. 6. Imaginary line prolonging Poupart’s ligament. 


5. As the instrument passes through the anterior 
urethra, the fingers receive a sensation as if the 
mucosa were gently clinging to it. As soon as the 
bulbous portion is entered, the point of the instru- 
ment is free; this sense of its being in a wider space 
continues until the internal end of the bulbous por- 
tion is reached ; there the point touches the anterior 
face of the compressor (shut-off muscle), where- 
upon a soft opposition to the point is felt. 


Fig. 7. Inserting dilator into meatus. 


6. Keeping the instrument in the same plane in 
which it has hitherto been held, and not allowing 
its point to change its position, pass the entire di- 
lator with the penis over the opposite (left) thigh, 
causing it to describe that part of a circle which 
will bring the dial to face the patient’s linea alba. 

7. Still keeping the point gently pressed against 
the compressor, raise the instrument together with 
the penis, in the mesian line. During this maneuver 
the compressor is felt to yield, in some cases sud- 
denly, in others gradually. 

8. Change the direction of the point from the 


‘to SMooTH PASSAGE sion. 


urethral floor to its roof, to avoid the very sensitive 
colliculus seminalis and prostatic ducts. 

g. Sink the handle of the instrument to between 
the patient’s thighs; its point then, passing along 
the roof of the posterior urethra, will enter the 
bladder. Its passage through the sphincter vesicze 
will be felt only in exceptional cases. 


Fig. 8. Passing dilator through the anterior urethra. 


The above nine steps, when very cautiously and 
gently executed, require from five to eight seconds; 
they are painless and without danger to the tissues. 

Occasionally local condi- 
XVI. IMPEDIMENTS tions prevent smooth ingres- 
These local condi- 
tions may be either flabbiness 
of the urethral structure, 
spasm of the compressor, or opposition on the part 
of the patient’s detrusors. They are overcome as 
follows: 

In urethral flabbiness it will be well to follow 
Kollmann’s method* of introducing a steel sound 


OF THE DILATOR 


Fig. 9. Swinging the dilator to the right side. 


of the same curve as the dilator before using the lat- 
ter. Thus, if the antero-posterior or posterior di- 
lator of the Guyon curve is to be employed, a Guyon 
sound (46 = 23 F.), freely lubricated, is introduced 
by the technic above described and left in situ two 


~ * Oberlaender und Kollmann. Die chronische Gonorrhoe der mann- 
lichen Harnréhre. Teil I{I.. p. 56. 
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or three minutes. It is then withdrawn and the 
dilator substituted. If the Kollmann anterior dila- 
tor is to be used, a straight sound 23 F. is intro- 
duced before its employment. If an Oberlaender 


Fig. 10. Raising the dilator together with the penis, to the erect 
posture. 


antero-posterior dilator is to be inserted, it is pre- 
ceded by a Dittel or Van Buren sound 16 or 18 F. 
If an Oberlaender posterior dilator is required, a 
Guyon sound 32 or 33 (16 or 16% F.) is made its 
precursor. If an Oberlaender anterior dilator is to 
be employed, a straight sound 15 or 16 F. is used 
before insertion of the dilator. 

The introduction of these sounds premises a 
meatus and posterior boundary of the fossa capac- 
ious enough to admit them smoothly. If the 
urethral orifice is too tight for this, and if for any 


Fig. 11. Displacing prepubic tissues downward. 


reason it is not expedient to perform meatotomy, 
smaller sounds will have to be employed before in- 
serting the dilators. 


Ii spasm of the compressor or opposition of the 
detrusors is the impediment to be overcome, one or 
both of the following artifices may be necessary. 

Without removal of the instrument’s tip from the 
face of the compressor, the patient is ordered to 
raise his buttocks, so that a thick pillow may be 
pushed under the towel upon which he rests. His 
hands are placed on his chest, and he is requested 
to take a deep inspiration. As he exhales there- 
after, the dilator or sound is again depressed as de- 
scribed under IX (supra) ; it may then readily slip 
into the bladder. 

If the above maneuver fails, it is well to place 
the left palm upon the patient’s prepubic tissues and, 
with the patient still resting upon the pillow, to 
again order him to inhale deeply. With his next 


Fig. 12. Fixing deepest coarctation. 


exhalation the left hand firmly shoves the prepubic 
tissues downward to the root of the penis, as if to 
rub them from the pubis. Meanwhile the right 
hand gently conducts the instrument towards the 
mesian line between the thighs. Even in obstinate 
cases this will result in promptly overcoming the 
spasm or contracture. 

Under no circumstance must any force be used. 
If two or three endeavors to persuade the posterior 
urethra’s portal to yield to the point of the instru- 
ment prove ineffectual it will be advisable to defer 
further efforts for a subsequent séance. 

The technic hereof in no- 
wise differs from that de- 
scribed in division XV of 
our present subject. 

It is a necessary condition pre- 
XVIII. Fixinc _ cedent, that the dilating part of 
THE DEEPEST an instrument traverse the 
COARCTATION deepest urethral pathological, 

coarctation, whatever the char- 
acter thereof, if it can be reached. 


XVII. INSERTING 
DILATORS OF THE 
POSTERIOR URETHRA 
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The deepest coarctation, that is the one furthest 
from the meatus, must not be allowed to slip or roll 
from the dilator, as a rubber ring might. To pre- 
vent this, the first turn of the screw-head which 
separates the dilator’s branches should be made 
while the dilator is supported between the patient’s 
thighs. The position of the dilator should not be so 
deep as to painfully stretch the suspensory liga- 
ment. The left fingers support the dilator as the 
right thumb and fingers very gently turn the screw- 
head to the point where the very first resistance is 
felt. 

The ability to detect the first resistance is abso- 
lutely essential for successful treatment. Those 
who are not endowec with the delicacy of touch 
that makes this possible, must acquire it before at 


Positions of the anterio-posterior dilator. 


Fig. 13. 


all attempting urethral work. Much can be done 
by training with a covered dilator, about which a 
small soft rubber band has been lightly placed. As 
soon as the operator with closed eyes can determine 
the presence of the band, he is prepared for work. 

Holding the dilator in the position above de- 
scribed for one or two minutes, a gentle turn of the 
screw-head to the right will generally reveal that 
the first point of resistance has disappeared. Con- 
tinuing the technic as described for detection of the 
first point of resistance, the second point soon be- 
comes perceptible, as did the first. This is repeated 
at intervals of two minutes until a resistance is felt 
which does not yield to a further very gentle turn of 
the screw-head. The whole procedure must be ab- 
solutely painless to the patient. 

When, after the last interval of two minutes the 
resistance no longer yields to a very gentle turning 
of the screw-head, the tightest coarctation through 
which the dilator has passed may be deemed to be 
firmly grasping it. The dilator then may be placed 


into position for further work without disturbing 
the relations between ‘the instrument and the tissues 
surrounding it. 

Naturally, if the tightest coarctation is not the 


deepest in the urethra, all that has been said in this 
division regarding the deepest coarctation applies 
to it; because, if the tightest coarctation is further 
from the compressor than deeper ones, the ‘latter 
will not be discoverable until the tightest has so 
yielded to dilatation that it can be traversed by a 
bougie-a-boule which will expose the deeper ones. 

When the deepest or tightest 
coarctation is fixed, the dila- 
tor’s subsequent position is gov- 
erned by the location thereof. 
If, for instance, the deepest or tightest coarctation 
is immediately in front of the compressor, the di- 
lator is raised from between the patient’s thighs to 
between 35 and 45 degrees to the mesian line of the 
body, after fixation of the deepest or tightest co- 
arctation. 

Thus, if the pathologically most contracted part 
of the urethra is in the perineal portion, dilatation 
should be performed with the instrument between 
the mesian line and 45 degrees therefrom. If the 
tightest coarctation is behind the scrotal portion, 
the dilator is held at 45°. When the principal co- 
arctation is at or behind the peno-scrotal juncture, 
the dilator is held between 45 and 85 degrees from 
the mesian line. 

In changing the position of the dilator, it must be 
kept vertically, and not produce even disagreeable 
tension on the urethra. 

Once the dilator occupies the position in which di- 
latation is to be performed, the dial is directed 
towards the linea alba. 

For emphasis it is again re- 
peated that in all urethral in- 
strumentation, and especially 
in dilatation, success is predicated upon such gentle- 
ness that the patient is not subjected to the slightest 
pain. 

The dilator in position as before described (XIX) 
its shaft beneath the dial or the dial itself, is firmly 
held with the left thumb and fingers, while the right 
thumb and fingers very slowly and gently turn the 
screw-head to the right. 

As soon as the slightest resistance to further di- 
latation is felt, the procedure is interrupted. The 
dilator then is placed in charge of the patient, who 
holds its shaft with either hand, supporting his arm 
along his chest, and his forearm at the anterior su- 
perior spine of the ilium. 

The patient’s comfort can be materially enhanced 
and his immovable grasp of the dilator ensurea, by 
raising the table’s dorsal support and then depres- 
sing the head-end of the table to raise the patient’s 
legs, as they lie on the foot-board. 


XIX. PosiTIon 
OF THE DILATOR 


XX. DILATATION 
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At the end of two minutes the operator takes the 
dilator’s dial between his left thumb and fingers, 
without giving it the slightest change of position o1 
imparting any motion thereto. He then, as gently 
as always, takes the screw-head with his right 
thumb and fingers and very slowly turns it until 
resistance again is felt. 

This procedure may be repeated every two or 
three minutes until the dilatation desired for the 
day has been attained. 

As a general working rule, 

XXI. Duration _ it is well to limit the first di- 
AND AMOUNT OF latation to three minutes. The 
Eacu DILATATION next dilatation, in general 
terms, should not exceed four 

minutes and the amount of dilatation not more than 
one-quarter number F. above the number attained 


Fig. 14. Patient holding dilator in situ. 


at the preceding séance. In the third and subsequent 
dilatations the same progression in duration and 
amount should be observed, providing none of the 
conditions to be mentioned later prevent. 

The thoughtful practitioner will correctly deduce 
herefrom that the dilator’s dial is not an indicator 
for the amount of dilatation to be attained at any 
séance. It is rather a check to prevent excessive 
dilatation. 

No matter how discreet 
XXII. Driratations and cautious a patient, di- 
PERFORMED BY THE 
PATIENT entrusted to him. Observ- 
ing his progress towards 
recovery, he is likely to grow impatient with what 
to him appears very slow advance. He is inclined, 
therefore, to increase progress forcibly, thinking 
thereby to hasten his cure. 

Singularly enough, this warning applies most 
strongly to physicians who may be so unfortunate 
as to have a chronic urethritis. In fact, the worst 


latations should never be. 


results from forcible maltreatment of their urethre 
have occurred among our colleagues. 
Any of three conditions 

XXIII. Inpications demand removal of the di- 
FOR REMOVAL OF lator. 
THE DILATOR 1. When the amount of 

dilatation desired for the 
day has been attained, and when the dilator has re- 
mained in situ a sufficient length of time; 

2. When for any reason the amount of dilata- 
tion cannot be attained with the gentleness that 
must always be employed, or when for any reason 
the dilator cannot be kept in situ the required time; 

3. When the bladder is suddenly filled with urine 
as happens in neurasthenic cases. 

The dilator is held as for 
further dilatation, but the 
screw-head is slowly turned 
to the left until the arrest of 
motion and the hand of the 
dial at O show that the blades are closed. 

The screw-head is then given a gentle turn to the 
right, so as to re-open the blades one or two num- 
bers. Then the lower aspect of the dilator is made 
to rest upon the open fingers of the right hand, 
while the right thumb is placed upon the instru- 
ment’s upper surface. Firmly holding the dilator in 
this position, the anterior margin of the screw-head 
is directed in the segment of the circle shown in 
Fig. 13, as if to dip the screw-head into the um- 
bilicus, 

Ordinarily the dilator will have exercised such 
compression upon the vessels of the urethra as to 
have rendered it quite anemic for the time being. 
This naturally decreases the thickness of the tissues 
and thus increases the urethral caliber. In conse- 
quence thereof, the urethra simply slips from the 
dilator, as the latter is being carried in the curve 
above described. 

The dilator’s pressure upon the nerve terminals, 
too, is such that the instrument’s removal, if gently 
and deftly performed, is not even perceived by the 
patient. 

In some cases, however, the urethra will not slip 
easily from the dilator, as the instrument is being 
removed. This may be due to lack of urethral se- 
cretion, spasm of the musculature or resilient stric- 
ture which has not yet been influenced by dilata- 
tions. 

In any such instance, the dilator can be easily re- 
moved by the right hand following the technic above 
described, while the left thumb and index finger 
grasp the glans and strip it back towards the pubis, 
along the line of the instrument’s curve. 


XXIV. TECHNIC 
OF REMOVAL OF THE 
DILATOR 
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At the risk of repetition, 

XXV. ArFTeR-CaRE the operator is reminded that 

OF THEINSTRUMENT in order to have uninjured 

dilators ready at all times, 

immediate care must be given them after use. This 

care is simple, and requires but a few moments. 
The steps thereof are: 


ad, close the instrument entirely until the hand 
points to O on the dial; 


b, grasp the rubber cover with a dry towel or 
piece of gauze and gently draw it from the dilator ; 

c, open the dilator to its maximum and, with a 
jeweler’s brush, remove from all the crevices every 
bit of talcum that may be adherent. If any talcum 
has become packed in the joints and cannot be freed 
by the brush, use a soft wooden toothpick for its 
liberation ; 

d, pass the dilator rapidly through an alcohol or 
Bunsen flame, taking care to heat it no more than 
necessary to evaporate any moisture that may be 
upon it; 

e, place the dilator wide open on its shelf, to re- 
main there protected from dust and moisture until 
its next use; 


f, hold the dilator cover under running hot water, 
until all secretions adherent to it are removed; then 
treat it as before described (VII). 

The moments re- 
XXVI. AFTER-TREATMENT quired for the care of 
OF THE PATIENT the dilator and _ its 
cover are well em- 
ployed by the patient in resting on the table. When 
the instruments are disposed of as above directed, 
the patient is ordered to urinate, and then an irriga- 
tion is administered. Whether the irrigation be only 
of the anterior urethra, or of the anterior and pos- 
terior urethra, is governed, as must be self-evident, 
by the conditions that prevail and the dilator that 
has been used. 

The pathological 
conditions that under- 
lie a chronic urethri- 
tis, the patient’s re- 


XXVII. FREQUENCY oF 
DILATATIONS. REACTIONS 


sistance, the urethroscopic findings and the amount . 


of reaction that results from a dilatation, are all 
guides by which the intervals between treatments 
must be regulated. 

It is within ordinary experience that a minimum 
excess of secretion becomes a copious discharge 
after dilatations have been begun. Naturally, while 
the discharge lasts, no further instrumental ingres- 
sion is possible. Such discharge is usually, how- 
ever, of very short continuance if irrigations, judi- 


ciously employed, are made to immediately follow 
each dilatation. 

If the discharge resulting upon dilatations per- 
sists, irrigations daily or even twice daily may be 
required to subjugate it. The solutions used for this 
purpose are elsewhere described.* 

In some instances the beginning of dilatations is 
followed by urethral sensitiveness, sometimes to the 
degree of decided pain during urination. In excep- 
tionally sensitive patients this pain, sometimes de- 
scribed as “soreness,” may continue between urina- 
tions. It may even reach the degree of intensity 
that produces painful erections at night and even 


Fig. 15. Removing a dilator. 

during the day. These erections are purely me- 
chanical and are not accompanied by sexual desire. 
Often associated with these symptoms of reaction, 
is a more or less copious discharge not unlike a new 
gonorrheal infection. Indeed, in some cases, where 
gonococci have not been evident for a long time, 
they will reappear in the discharge. The manifesta- 
tions occasionally are so severe as to create the sus- 
picion that the patient has acquired a new infection, 
or that there may have been faulty sterilization of 
the dilator cover. The rapidity with which such 
exacerbations yield to treatment, however, dispels 
any such apprehensions. In the events last de- 
scribed, irrigations as before suggested, are indi- 
cated. 

The local reaction is aggravated if an excess of 
urinary salts, or hyperacidity exists. These occur- 
rences are met by diluents, the best of which is 
water. 


* The Irrigation Treatment of Gonorrhea; Its Local Complications 
and Sequelz. 
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If the irritation extends to the posterior urethra, 
it is evidenced by any of, or all the following mani- 
festations: increased frequency of urination; spasm 
at the end of urination ; establishment or increase of 
existing pain at the end of urination; painful erec- 
tions before urination; extrusion of blood with or 
after the end of urination. 

Oftentimes, as Posner* has shown, posterior ure- 
thritis yields to a hot (120° F.) intravesical irriga- 
tion. The microscopic findings in the discharge and 
the urine will be the guides to the choice of the drug 
and its solution to be employed in such irrigations. 

Santal oil, ten minims every four hours, exercises 
a decided anesthetic influence upon the posterior 
urethra. During the past year we have used a 
mixture of santal oil with kava-kava, which seems 
to act more promptly than santal oil alone, and has 
the advantage of not so severely disturbing the 
digestion. 

If any of the results above outlined follow a first 
dilatation, the disappointment is naturally as great 
to the young practitioner as it is to the patient. 
During the existence of these reactions, abstinence 
from urethral instrumentation is naturally the rule. 

While it is a fact that with increased experience 
these disagreeable incidents appear less and less fre- 
quently, still not even the oldest practitioner can 
foretell, in new cases, that they will not arise. 

The commonest result of a dilatation is the ap- 
pearance of a drop at the meatus on the morning 
following treatment. If this increases to a dis- 
charge (called by Oberlaender an evidence of “melt- 
ing” of infiltrates) it can be made to disappear by 
one or two irrigations. 

Ordinarily, however, there is no local sign of dis- 
turbance on the second morning after a dilatation. 
The treatment then can safely be continued. 

It is an almost invariable rule that from the be- 
ginning of dilatations there is an increase of “float- 
ers” in the urine. The increase is not only in quan- 
tity, but in size and coarseness as well. As time pro- 
gresses, however, the floaters become less, smaller 
and finer, until they eventually disappear. 

The ordinary run of cases, in which no severe 
Teaction or disturbance follows treatment, can be 
dilated with safety every second day. 

As most chronic gonorrheas are associated, how- 
ever, with involvement of the prostate and seminal 
vesicles, these require treatment at the same time. 
In the average of them, massage of the prostate and 
stripping the seminal vesicles are required every 
fourth or fifth day. Experience has shown that 
only an exceptional patient can stand treatment of 


* Carl Posner: Therapeutik der Harnkrankheiten. 


the major adnexa and urethral dilatation at the same 
séance. In making this statement we desire, how- 
ever, to specifically exclude those cases in which it 
is well to perform prostatic massage while an in- 
strument is held in the bladder. 

The need of treatment of the major adnexa (pros- 
tate and seminal vesicles) for the above reason, pre- 
vents urethral dilatations every second day. 

For the convenience of the beginner in dilatations 
we give the following general working table, sub- 
ject, of course, to such modifications as each case 
demands: 


Day: TREATMENT: 
1. Urethral dilatation. 


3. Massage or stripping or both. 
4. Urethral dilatation. 


8. Massage or stripping or both. 
g. Urethral dilatation. 


11. Urethral dilatation. 
13. Massage or stripping or both. 
14. Urethral dilatation. 


16. Urethral dilatation. 


17. Massage or stripping or both. 
18. Urethral dilatation. 


20. Urethral dilatation. 


22. Massage or stripping or both. 
23. . Urethral dilatation. 


25. Urethral dilatation. 


26. Massage or stripping or both. 
27. Urethral dilatation. 
29. Urethral dilatation. 


= Massage or stripping or both. 

As before suggested, no hard and fast rules can 
be laid down. The above table is intended to be 
only suggestive of a general plan, which proves sat- 
isfactory in the majority of cases. 

Either of two indica- 
XXVIII. IncreEastnc tions may present for re- 
INTERVALS BETWEEN ducing the frequency of 
TREATMENTS intervention : 

1. When the reaction is 
sufficiently marked to forbid instrumentation. Then 
the condition must be treated as suggested before 
(XXVII) and dilatations resumed when the local 
manifestations permit ; 


6. Urethral dilatation. 
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2. When improvement is manifested by reduction 
of the morning drop and diminution in size and 
quantity of the floaters in the urine. Then arises 
the risk of over-treatment. 
hensible, excessive instrumentation will continue 
the urethral disturbance indefinitely, just as trau- 
matic reaction would follow the treatment of a 
healthy urethra. 

Expert urethroscopists find all the indications 
they need to govern the frequency of treatment. 
Beginners, however, until quite familiar with the 
urethroscopic appearances, can satisfactorily follow 
the suggestions below: 

When improvement becomes manifest, interpo- 


late an additional day between each treatment. This | 


idea is the basis of the following table: 


Day: TREATMENT: 
1. Urethral dilatation. 
3. Massage or stripping or both. 
6. Urethral dilatation. 
8. Massage or stripping or both. 
12. Urethral dilatation. 
14. Massage or stripping or both. 
19. Urethral dilatation. 
21. Massage or stripping or both. 
24. Massage or stripping or both. 
27. Urethral dilatation. 
29. Masssage or stripping or both. 


It may be repeated that this table is only crudely 
suggestive of a general working rule, and is not a 
substitute for the scientific guides given by urethro- 
scopy and microscopic and chemical urinalysis. 

Those employing the above table will, if the im- 
provement continues, in a second series interpolate 
an additiona! day’s interval between treatments ; and 
in each following monthly series, add a further 
additional day between each séance, until 


As is readily compre-. 


I. urethroscopy shows as nearly a normal mucosa 
as is possible; 
2. the urine is perfectly clear and contains no 
“floaters” ; 
3. microscopic examination of the urine reveals 
no abnormality. 
When a case does not 


XXIX. INcREASING progress towards cure, the 
FREQUENCY OF intervals between treatments 
TREATMENTS may be reduced by one day 


a period is 
becomes 


each, until 


reached at which improvement again 
evident. 

The individual indications for urethral dilatations, 
the contra-indications therefor, will be made the 
subject of future studies. 

For the present we may repeat that this crude 
effort embraces no intention beyond offering to 
beginners general suggestions in the technic of the 


work. 


WANDERING, PARASITIC, OR ABERRANT 
RETROPERITONEAL UTERINE FIBRO- 
MATA. TWO CASES.* 


By I. S: Stone, M.D., 
WASHINGTON, D. C. 


Some years since we wrote a thesis upon “Para- 
sitic Tumors of the Uterus and Ovary.” At that 
time we had had no experience with the variety 
under discussion and therefore confined our remarks 
to intraperitoneal tumors. (Note: Papers have since 
been prepared by Edebohls, Knott and Peterson up- 
on the same subject, which have brought the litera- 
ture of these peculiar neoplasms to a fairly complete 
compilation.) We have recently seen a few in- 
stances of what may be called “wandering retro- 
peritoneal tumors,’ because they have succeeded 
in getting away from the uterus and even the broad 
ligament, have escaped into the space below the peri- 
toneum and have an independent existence, remote 
from their former bed in the organ from which they 
sprung. 

Tumors in the space or territory which we are 
now studying may be either primary or secondary. 
Douglas has said about all that need be said of the 
first-named variety. To this class belongs nearly 
every kind of tumor we may find elsewhere, in- 
cluding the fibromyomata, which we propose to 
describe. But in our description we shall confine 


*Read before the Southern Surgical and Gynecological Association, 
December 12-14, 1905. 
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ourselves to those tumors which have made their 
escape into remote retroperitoneal regions by way 
of the broad ligament, the folds of which must have 
been separated by the tumor, with the vis a tergo of 
continued uterine contraction. 3esides this con- 
traction their exit from the broad ligament is fur- 
ther aided by the development of other fibroids, 
which in turn press upon and force the preceding 
tumor into independent existence. Such tumors 
have but little apparent nutrition. The vessels are 
very small and furnish very little direct blood cur- 
rent. The peritoneal capsule which surrounds the 
intraperitoneal wandering tumor can cover only 
the anterior surface of the retroperitoneal variety. 
These tumors are not only behind the peritoneum, 
however, but develop much like renal cystic tumors, 
and may open the mesentery, which may be seen 
spread out upon the anterior surface of the growth 
with the most threatening aspect to him who essays 
the removal of one of them. 

On the posterior surface they are usually sepa- 
rated from the pelvic or abdominal muscles and 
fascia by fairly abundant connective tissue, which if 
free from previous infection permits a comparatively 
easy dissection. Operations are now becoming fre- 
quent, and we no longer hesitate to attack disease 
of any kind which has involved the retroperitoneal 
space, and we have learned at the operating table 
rather than at the post-mortem table, how we may 
dare to interfere with the vessels, nerves and 
lymphatics of this region. It is said by Donglas, 
and it is the belief of nearly everyone, that tumors 
of this region seriously interfere with nutrition, be- 
cause they displace or press upon the lymphatics. 
In our two cases herewith presented the first one 
did show decided constitutional symptoms. Not so 
with the second patient, however, for she was in ex- 
cellent condition when we attempted to operate. 


CASE REPORTS. * 


I. Miss S., white, aged 50, had been in poor 
health for five years prior to her admission to Col- 
umbia Hospital on May 1, 1905. She had an en- 
larged and pendulous abdomen and looked like one 
pregnant at the end of gestation. Her appear- 
ance suggested ovarian tumor rather than myo- 
matous degeneration of the uterus. Her face was 
thin and shrunken and her whole body was sugges- 
tive of poor nutrition and of general poor health. 
Her weight was reduced considerably, notwith- 
standing the presence of the large tumor. Her 
waist measure was enormously increased, being at 
this time 46 inches. The patient had continued to 
drag herself along and had consented to come to the 


hospital only after making every preparation for the 
operation. Although this patient had such a large 
growth, we were impressed with her apparent free- 
dom from pain and other symptoms. She had no 
special bladder symptoms, although her bladder was 
raised far above its normal position. She had no 
great disability due to constipation or obstipation, 
nor had she much trouble with her stomach, which 
was subjected to severe pressure from belcw. In 
fact, all of the viscera were displaced, and we fail 
to see how she managed to take the least exercise, 
owing to the limited amount of room for chest or 
abdominal expansion. The intestines were found 
mainly on the left side and in front of the tumor, 
which was evidently retroperitoneal in location. The 
growth was nodular and hard throughout its an- 
terior aspect, and extended from the liver to the 
perineum. It crowded the vagina so far to the left 
as to make an examination almost impossible. We 
could not reach the cervix, nor could we locate 
the uterus, as it occupied the center of a mass of 
fibroids in the vicinity of the umbilicus. The urine 
being nearly normal and the heart in fairly good 
condition, we determined to operate, and, if possible, 
remove the growth. 

Operation, May 3rd. When the abdomen was 
opened the diagnosis was easily confirmed, and we 
proceeded to attack the tumor by making an incision 
to the right of, and posterior to, the uterus, which 
opened the retroperitoneal space and enabled us to 
shell out the larger part of the growth without 
causing much hemorrhage. When the large tumors 
came away we still had to contend with the remain- 
ing or pelvic portion. This was so firmly planted 
as to almost baffle our attempts at extraction. We 
had, however, located the ureter and vessels and 
had no anxiety about the immediate result of the 
operation. After the tumors were removed we were 
enabled to note the same exposure of the upper 
retroperitoneal space as is ordinarily seeen after the 
extirpation of a large renal tumor. But in this 
case we had, in addition, the complete exposure of 
the pelvic space with its vessels and both ureters. 
The uterus and adnexa were, of course, sacrificed, 
and the bladder was almost completely denuded of 
peritoneum and its usual connective tissue attach- 
ments. The large abdominal vessels were beauti- 
fully exposed. It is a matter of surprise that so 
much traumatism caused so little shock, that the 
peritoneum was finally restored to something like 
its normal position, and that no serious injury oc- 
curred to mesenteric or other vessels. 

The patient made a slow but uneventful recovery, 
left the hospital in five weeks, and is in fairly good 
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condition at this time, the only embarrassing result 
being the pendulous abdominal wall. An examina- 
tion of the tumor by our pathologist shows that it 
is only a fibroma, a portion of which had undergone 
cystic degeneration ; there was no evidence whatever 
of malignancy. Neither retroperitoneal tumor had 
apparent connection with the uterus in any manner 
save through its capsule, and we could discover no 
important vessels supplying either the pelvic or the 
high abdominal portion. The tumors connected 
with the uterus, being intraperitoneal, were sup- 
plied by the uterine arteries. 

II. Mrs. M., nullipara, aged 35, had known of 
the presence of a tumor for two years, but stated 
that its growth had been rapid for a few months 
past, which fact, together with the soft character of 
the tumor, made us fear pregnancy as a complica- 
tion. She had not been ill nor had she experienced 
great pain or any great inconvenience from the 
presence of the growth, but had consented to an 
examination, and, if necessary, to an operation. Our 
friend, Dr. Moran, agreed in the diagnosis, and ad- 
vised operation, and we gave a rather hopeful prog- 
nosis owing to the excellent condition of the patient. 
The patient had irregular menstruation, had never 
had hemorrhages, and we all agreed in the diagnosis 
of a retroperitoneal fibroid. In this case the tumor 
was large enough to reach from the under surface, 
or just below the liver, and the ribs on the right side, 
to the perineum below. Its most prominent portion, 
consisting of the uterus and annexed intraperitoneal 
tumors, was soft to the touch, and we were inclined 
to think the woman pregnant, in spite of the history 
of more or less regular menstruation. The abdomen 
was about the size of one pregnant at the eighth 
month, and the distention was not so great as in 
Case I. The tumor was fixed within the pelvis 
much like the one previously described, and the rec- 
tum and vagina were pushed far to the left side. 
The cervix could be reached with great difficulty 
and only by making strong counter-pressure upon 
the tumor near the supposed location of the uterus. 
It was possible to locate the left, but not the right, 
uterine artery, a matter which will be referred to 
again, later. 

Operation, June 3, 1905. Providence Hospital. 
Upon opening the abdomen we found the most 
prominent part of the tumor, or that attached to the 
uterus, was largely of soft myomatous character, 
which had imparted to the hand the sensation of a 
gravid uterus. The peritoneum was opened up on 
the right side and the mesentery and intestines were 
pushed over to the left. The difficulties and embar- 
rassments of the situation now presented themselves 


and could not have been foretold. Not only was the 
tumor behind the peritoneum, but it was made up 
of many growths, and the arrangement was such as 
to absolutely prevent all recognition of anatomical 
landmarks. (Note: Dr. De Launy, in describing 
a case of interest, where he removed a retroperi- 
toneal tumor, says of such cases: “A condition of 
success is to forget the anatomy”—Paris Cong, de 
Chirurg., 1901, 14, p. 641.) The tumors were at- 
tacked here and there with the constant desire to 
reach the important vessels and to avoid hemor- 
rhage. The tumors came away for the most part 
without great trouble, until we had opened up a 
large space having the pelvic brim as a center. We 
had exposed and followed the right ureter through 
this space as far as the bladder, which was done 
easily because the tumor which still remained in the 
pelvis had developed below this point and had ele- 
vated the ureter along with the uterus. The number 
of tumors making up the large growth was about 
thirty. The tumors were rather loosely held to- 
gether by connective tissue, and with comparatively 
few vessels that gave us trouble. There now re- 
mained the largest growth under the liver, and one 
or more within the pelvis, the former one being 
easily removed. As previously mentioned, we were 
unable to locate the uterine artery from the vaginal 
side of this tumor, and we now searched in vain 
for the vessels in order not to expose them to un- 
necessary injury. This we were utterly unable to 
do, and we were obliged to attack the tumor and 
attempt its extraction without having it in our 
power to control the iliac or any artery below that 
point. Our efforts at the delivery of this pelvic por- 
tion were unfortunately ineffectual, for in our at- 
tempt to release the mass from its bed we lacerated 
the vessels we were unable to locate, and the hemor- 
rhage could not be controlled until the patient was 
beyond our help. We absolutely failed to remove 
this pelvic tumor, and not being allowed an autopsy 
we can only say that it was so firmly impacted as to 
resist all ordinary efforts at extraction, even after 
as much dissection and separation of its attach- 
ments as were possible under the circumstances. 
It is possible that by making a search for the vessels 
and by securing the right iliac artery we might have 
succeeded, but the best efforts of my assistant, an 
expert and highly competent anatomist, were un- 
availing after the hemorrhages began. 

The specimen consisted of many fibroids of vari- 
ous sizes and shapes, aggregating fifteen pounds in 
weight. All of them that were free from the uterus 
and below the peritoneum, were of the hard, fibrous 
variety. There was absolutely no suspicion of sar- 
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coma, lipoma, or other neoplasm as seen macroscopi- 
cally or as reported by the pathologist who exam- 
ined. them. 

Description of the Tumors. 


The tumor in Case I was made of three principal 
portions. . The central portion, or that near the 
uterus, was larger than the others, and was under- 
going cystic degeneration. About three pints of 
serum escaped when the cysts were opened. The 
uterus and annexed tumors were immediately over 
this section of the growth, but were entirely free 
from it. The enucleation of this tumor was com- 
paratively easy, and we had no difficulty in lo- 
cating and protecting the ureters from injury. The 
next tumor above this was immediately over the 
right kidney and close upon the liver. Its enuciea- 
tion involved exposure of the large vessels and other 
structures, much as in any other retroperitoneal tu- 
mor. Not a single vessel was ligated and we were 
unable to discover the source of nutrition of this 
tumor. Only its anterior surface was in contact 
with the peritoneum, while on every side it was sur- 
rounded by rather loose connective tissue which per- 
mitted its removal without accident. Its interior 
was similar to fibroids in other localities, and it had 
not the least evidence of cystic or malignant degen- 
erative changes. The microscopic examination of 
this tumor was made by Dr. James Carroll, U.S.A., 
who pronounced it a fibroma. 

In Case II the tumor was arranged upon the same 
general plan as to its development and position 
under the peritoneum. The central portion was, 
however, made up of many small tumors which had 
effectually disposed of the larger growths exactly 
as in the previous case. The whole mass was not so 
large as in Case I, and the complications which em- 
barrassed us could not have been foretold. Immedi- 
ately after opening the retroperitoneal space we 
encountered a number of small fibroids corre- 
sponding with the location of the broad ligament. 
These tumors had evidently developed in the uterus 
and had continued to crop out and to press upon 
those below them until the more distant ones had no 
connection with, or blood supply from, the uterus. 
After we had removed a number of these smaller tu- 
mors we had exposed the right ureter, but not the 
iliac vessels. On account of hemorrhage, we were 
compelled to desist from our premeditated attack 
and were obliged to attempt the removal of any por- 
tion offering a safe enucleation. Our efforts to re- 
move the tight-fitting pelvic portion were absolutely 
a failure, owing to its firm attachments, and to the 
fact that it was round and appeared to fill the pelvis 
so perfectly as to prevent its safe enucleation. In 


our efforts to dislodge it we injured a large vessel, 
causing a severe hemorrhage, which we were unable 
to check. The tumor nearest the liver in this case, 
as in the first, was easily separated from its bed and- 
had no apparent arterial supply. It was fairly well 
covered on its anterior and inferior surface by peri- 
toneum, which appeared to separate it entirely from 
the tumors below. 


EXSTROPHY OF THE BLADDER; OPER- 
ATION ; RESULT. 


By Ramon GuitTeras, M.D., 
NEW YORK. 


The report of this case before operation has al- 
ready been writtten by Dr. Henry G. Spooner, one of 
the assistants in my clinic, and published in the Bos- 
ton Medical and Surgical Journal, May 10, 1905. 
In that article he advocated ureteral implantation 
into the rectum as the operation of choice. The 
operation here reported is a modification of the 
Wood-Roux method, and the result, I think, justi- 
fies the adoption of the method selected. 

Dr. Spooner states in his article that according to 
the statistics of Hoenow,! Sickel? and Winckel,® ex- 
strophy of the bladder occurs in only 1 out of 116,500 
births, and, as many of these infants die when young, 
one can easily see how rare a condition it is to en- 
counter in practice. For this reason, surgeons do not 
have much opportunity to practice and perfect the 
technic of the operations for its relief, and, in con- 
sequence, the results are rarely satisfactory. 

The patient here reported, is a strong, healthy 
man, twenty-nine years of age, and a blacksmith by 
occupation. When a child he passed as a girl, and 
later wore women’s clothes until the age of nine- 
teen, when he changed to the male attire. He found 
that the slightest pressure of any garment on the 
surface of his bladder was unbearable, and for this 
reason wore an ulster both winter and summer. 
When in the erect posture he kept one hand con- 
stantly inside the ulster to hold it away from his 
bladder, while at other times he worked in a stoop- 
ing posture, allowing the ulster to fall away from the 
inflamed surface. 

He had tried a number of mechanical appliances 
and especially constructed apparatus to drain away 
the urine, all of which had proved inadequate, be- 
sides causing great discomfort and giving rise to 

*Hoenow, Dissertation. Berlin, 1884. 

2Sickel, quoted from Ultzmann, Die Krankheiten der Harnblase, 
Deutsche Chirurgie. Stuttgart, 1890. 


3Winckel, Die Krankheiten der weibl. Harnréhre und Blase. 
Deutsche Chirurgie, H. L. 62. 
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excoriations. On account of this he discarded them 
and, instead, cut out a V-shaped piece from the 
front of his trousers, to allow the urine to trickle 
away, keeping his trousers constantly wet in prefer- 


Fig. 1. Patient before operation, giving an anterior view of the 
exstrophied bladder, and showing the epispadic glans penis with 
the prepuce and scrotum below. The trousers are drawn to 
one side, making a V-shaped space, free from clothing, 
over the bladder wall. Note the position of the 
prepuce. 
ence to the discomfort which he experienced in the 

use of appliances. 

In this condition he presented himself at my clinic 
in the New York Post-Graduate Medical School, 
having been sent by Dr. Andrews, of Muncie, Ind- 
jana. 

Examination.—The patient was a well-nourished 
man, about medium height. He walked with a 
slight waddle, or duck-like gait, probably caused by 
the separation of his thighs as a result of the gap 
between his pubes. 

His bladder was in a state of exstrophy, and his 
penis was epispadic. He measured fourteen inches 
from the sternum to the base of the glans, and four- 
teen inches across from one anterior superior spin- 
ous process to the other. There was no umbilicus 
seen. The bladder protruded about an inch beyond 
the surface of the skin, and measured slightly over 
four inches in diameter. It was deep red and in- 
flamed (cystitis). Its surface was covered in places 
with mucus. There were small ulcers and excoria- 
tions present. The surface was very tender to the 


touch. Both ureters could be seen discharging the 
urine with the same rhythmical contractions that one 
sees through the cystoscope. The urine obtained 
from each ureter was opaque,and contained pelvic 
and ureteral epithelia. Neither side was infected. 
The trigone of the bladder was deep red in color, 
and tapered down to the prostatic urethra. When 
the end of the glans penis was grasped and pulled 
down, the prostate was seen to be open, showing the 
two lobes, one on either side, with the urethra run- 
ning between them. The glans, with the dorsum 
split down to the urethra, was grafted onto the apex 
of the prostate in such a way that the urethra was 
about two and one-half inches in length, consisting 
simply of a prostatic and a balanic part. There was 
no membranous urethra present, and the corpora 
cavernosa extended out laterally to the rami of the 
pubes and ischia. The mouths of the ejaculatory 
and prostatic ducts could be plainly seen, about two 
dozen of these openings being counted, which ex- 
tented up to the prostatic follicles. 

The prostate was small, about one-half inch above 
the anus, and had a peculiar feel on account of its 
loose attachment and its being placed so far for- 
ward. It was massaged, but nothing was seen to 
come from its ducts. 

The testes were present, and situated higher up 
than usual, the cords evidently being quite short. 


The Bladder 


Fig. 2. Sketch showing side view of the bladder. 


The pelvic bones were separated for three and a 
half inches in front. X-tay examination was un- 
satisfactory. 

Symptoms.—The past symptoms were the same as 
the present, namely, exquisite tenderness over the 
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bladder and incontinence of urine. He had had 
an occasional attack of retention on the right side, 
with the subsequent evacuation of several ounces of 
urine. (He stated that on one occasion he esti- 
mated the amount as one pint in quantity.) 

Operation—When the question of operation 
came up there was the choice of a plastic operation, 
taking flaps from around the bladder, or a trans- 
plantation of the ureters into the rectum. It 
seemed to me that better results could be had by do- 
ing the plastic operation. The transplanting of the 
ureters into the rectum, while attended with suc- 
cess, often causes, at the same time, a very irritable 
condition of the rectum. In time the rectum can 
hold a certain amount of urine, but in escaping it 
produces an irritation about the anus and the cleft 
between the nates. Again, the rectum itself may be- 
come inflamed. In these cases there usually occurs 
later on an extension of the infection up the ureters 
and into the pelves of the kidneys, giving rise to 
pyelitis, and the patients usually die later on from 
pyelonephritis. 

The operation performed, as above stated, was a 


Bladder Wall protruding 


TRIGONE, showing ureters 


SCROTUM and TesTiS 


PROSTATIC URETHRA showing 
prostatic ana ejsculatory ducts. 


GLANS 
BALANIC URETHRA 
PREPUCE™ 


Forceps pulling the glans down, so as to open and show the 
prostatic urethra, which acted as a sort of spring to 
the prostato-balanic organ. 


Fig. 3. 


modification of the Wood-Roux method, simply a 
skin flap being made from above the bladder of 
sufficient size to cover the wall of the exstrophied 
viscus. In this patient the skin of the abdomen 
seemed to be very free from hair. If hair had been 
present, electrolysis would have first been done. The 


skin flap was brought down over the bladder, its 
edges attached to the skin about its circumference, 
both being dissected until the approximated sur- 
faces were raw. The skin flap was then sewed to 
the base of the bladder. Two lateral inguinal flaps 


| 


Result of the operation. : lun 
the flaps after they have healed, the penis sticking out of the 
tissues. which have made up the lower part of the new blad- 


Fig. 4. Showing the lumpy condition: of 


der. ‘The fold of tissue can be seen which is the 
remains of the prepuce and bas been brought up 


and attached to the lower part of the anterior 
abdominal flap. 


were made and brought over this abdominal flap in 
such a way that the raw surfaces of these latter 
flaps were in contact with the raw surface of the 
flap brought down from above. The sides of -the 
prostatic portion and glans, which were made raw 
on their outer surface, were brought together and 
sewn. The prepuce below was split laterally and 
brought over the glans. The mucous membrane was 
dissected up, thus making a larger flap of the raw 
surface of the prepuce, and it was then sewn to the 
bottom of the anterior flap coming down from above. 

Catheters were introduced into the ureters and 
brought out through the urethral canal made by 
the plastic operation. A soft rubber catheter was 
also introduced into the bladder, through the 
urethra. Instructions were given that the patient 
be kept in a reclining posture, but not allowed to lie 
down. Dr. Ayres had charge of the case after oper- 
ation. The patient’s recovery was most uneventful. 

In many of these cases a great number of plastic 
operations have to be performed, but in this case 
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there were but two lateral sinuses remaining, one 
healing about three days after operation and the 
other in less than three weeks. Both healed spon- 
taneously. 

The denuded area above was covered with skin 
grafts taken from the thighs. Without further 
operation, the artificial bladder was able to hold 
urine. This I attribute to the fact that catheters 
had been introduced into the ureters, in this way 
carrying the urine directly to the outside without 
allowing it to come in contact with the bladder wall. 
The presence of a soft rubber catheter in the blad- 
der was also probably a factor in this gratifying 
result. I believe that this constant bladder drain- 
age, and the maintenance of the sitting posture were 
the secrets of the rapid healing of the wounds in this 
case. 

There is at present, four months after the opera- 


tion, no leakage, and the patient is up and about~ 


~ 5. The patient as he appears with his urinal in place, ready 
or active work and able to wear the same clothes as other men. 
and can hold two. ounces of urine while standing 
and four when reclining. 

Six weeks after the operation the patient ex- 
perienced an erection for the first time in his life, 
which showed a beginning activity of the genital 
apparatus. This, I believe, will be followed by even 
more activity of the internal genitals. 

When the patient was born, if the pelvis had been 
strapped and pressure applied, the pubic bones 
might have become approximated. 

On leaving town the patient had been able to 
hold seven ounces of urine at night and three during 
the day. 

During the first weeks after the operation he oc- 
casionally passed little concretions on hairs, but 
thése made their appearance with less frequency, 
until now, four months later, he has no trouble with 
these phosphatic formations. 


He now begins to see the benefit of the operation. 
The edges of the wound are entirely closed, and are 
strong. There are skin pigmentations on the ab- 
domen, showing the markings of the flap taken, also 
of the sutures. The legs show in the same way the 
places from which the skin grafts were taken. Two 
inches above the penis, which consists simply of the 
glans, is a ridge extending one and a half or two 
inches transversely and an eighth of an inch verti- 
cally. If this is touched, he feels it in the region of 
the frenum. This is because it is the margin of the 
prepuce, which was brought up and attached to the 
exterior of the abdominal flap. 

The balanic urethra is still epispadic, the sutures 
holding it together having given way. This is prob- 
ably favorable to the patient, as otherwise he would 
have had a very much strictured canal. Hair is 
growing in the groins and on the sides of the flaps 
taken from the groins. 

At the present date, the patient is wearing a 
urinal, and can go about his work without having 
any leakage. Occasionally, however, there is some 
leakage when he is sitting down, as he is wearing a 
urinal made for the normal man, in place of which 
he should have one especially wide to better fit the 
four-inch space between his thighs, corresponding 
to the distance made by the separation of his pubes. 

The reason he has to wear a urinal is because he 
has not a good bladder sphincter, and when the or- 
gan contains a certain amount he must void it 
quickly or it will start to leak, thus wetting his 
clothing. The probabilities are that as time goes on 
the bladder wall will be strengthened more than at 
the present writing, and that the patient will then 
have better control of his urine. 

75 West 55th Street. 


PHLEGMON OF THE HAND. 


“One of the commonest errors in the after-treat- 
ment of phlegmon of the hand and arm is the omis- 
sion, until late, of passive and active motion. Just 
as soon as the suppurative process has begun to 
subside and granulation is progressing the patient 
should be instructed to move his fingers as con- 
stantly as he can with light, quick movements, as 
if he were performing on the piano-forte; while 
every hour during the day he should, with the help 
of the other hand, make passive motions of the dis- 
eased one to the threshold of pain, but not beyond 
it. In this way convalescence may be shortened 
weeks or even months.”—Lilienthal’s “IMPERATIVE 
SURGERY.” 
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THE OFFICE TREATMENT OF RECTAL 
DISEASES AND ITS LIMITATIONS. 


By James P. TurTTte, M. D., 
NEW YORK. 


The trend of practice in rectal diseases is at the 
present day threefold; Ist: toward a more general 
resort to operative measures; 2nd: toward a wider 
application of local anesthesia; and 3rd: toward a 
great increase in office treatment. 

The increased resort to surgical operations is due 
to several facts; Ist: the failure of non-operative 
measures to produce lasting cures; 2nd: the lessen- 
ing dread, among patients, of general anesthesia 
brought about by our improved methods in the use 
of ethyl chloride and nitrous oxide gas, alone, or as 
adjuvants to ether; 3rd: the knowledge that most 
of the minor rectal operations can be done under 
cocaine or other local anesthetics; and 4th: the fact 
that radical operations for such diseases as ordinary 
hemorrhoids, fissures and small fistulas can be done 
with as little pain and almost as little detention from 
business as is occasioned by the non-operative meas- 
ures which give only temporary and uncertain relief. 
In other words people are beginning to learn that 
they can be radically cured through operations with 
as slight inconvenience and distress as is occasioned 
by the much vaunted but unreliable non-operative 
measures. 

Local anesthesia is being more generally adopted 
because it is safer than general narcosis if properly 
employed ; it is more quickly applied ; it is easier for 
the surgeon ; it requires one less assistant ; it appeals 
to the patient; it can be used in one’s office; and 
finally, though an unworthy motive, because it 
secures patients who would otherwise have no oper- 
ation done. 

The great increase in the office management of 
rectal diseases is due to the facts that we are using 
more local treatment than formerly, and that we 
have learned that it is not necessary to detain pa- 
tients in bed so long after operations on the rectum. 
Indeed, they recover more rapidly in many instances 
if up and about, on account of better drainage and 
improved general health. The after-treatment is 
therefore largely conducted in our offices. It is due 
also to our improved knowledge of local anesthesia. 
All the minor operations can now be done almost 
painlessly under cocaine, eucaine, stovaine or sterile 
water anesthesia, but the operator must know how 
to use these agents. The induction of local anes- 
thesia has become an art and he who has mastered 
it can accomplish the elimination of pain by the 


use of almost infinitesimal quantities of the above 
drugs and entirely without danger or disagreeable 
constitutional effects. I have stated elsewhere that 
one per cent. solutions of cocaine, eucaine or sto- 
vaine are as strong as it is ever necessary to use in 
rectal operations and usually one-quarter per cent. 
is all that is needed. In more than one hundred 
consecutive cases I have recently been able to thor- 
oughly stretch the sphincter with almost no pain 
under the influence of thirty minims or less of a 
one-half per cent. solution of eucaine, cocaine or 
stovaine, injected through one puncture into the 
muscle at the lesser sphincterian nerve. I consider 
this one puncture a matter of no small importance 
for every time the needle is introduced through the 
perirectal tissues the danger of infection is in- 
creased. 

Stretching the sphincter has heretofore been the 
most difficult thing to accomplish in rectal opera- 
tions under local anesthesia, but if my experiences 
are verified this obstacle to surgery of the parts 
without general anesthesia will soon be removed. 
With this accomplished we are able to operate on 
hemorrhoids of all types, fissures, small fistulas, 
ulcerations, tumors low down in the rectum and 
even low strictures, without general anesthesia of 
any kind. Loéal anesthesia is limited to those cases 
in which the field of operation is not great and the 
time to be consumed is short. It is not satisfactory 


‘in deep or tortuous fistulas or in operations involv- 


ing wide and prolonged dissection; these require 
general anesthesia and should be done in the hospital 
or at home. They can be done under ethyl chloride 
or gas anesthesia and the patient be able to walk in 
a few minutes; but on general principles I would 
say that after any operation requiring general anes- 
thesia the patient should be kept quiet for some 
hours at least. It is feasible, however, to do all 
minor rectal operations in one’s office and allow the 
patient to go home shortly afterwards. The fact 
that such things can be done takes away the dread 
of the operation and induces many to undergo surg- 
ical treatment who would otherwise refuse. Noth- 
ing is easier for one skilled in the art of local anes- 
thesia than to incise a fissure, cut a small direct 
fistula or ligate hemorrhoids in his office and send 
the patient home; so far as hemorrhoids are con- 
cerned the larger they are the easier it is to operate 
upon them, and in some cases the patients do not 
seem to suffer as much after-pain as do others who 
have had general anesthesia. 

Thus the field of office work has widened and it 
includes not only the local treatment of rectal dis- 
eases but all minor operations. But how far is this 
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practice advisable? It is not simply a question of 
what can be done and what the patient will submit 
to; we should determine what ought to be done, 
under what circumstances it can best be done—at 
home, in the hospital or in our offices, under local 
or under general anesthesia—and then adopt that 
method at whatever cost. Is it wise, is it safe, is it 
profitable for the patient or the surgeon to under- 
take surgical operations under any but the best en- 
vironments ; is it well, even though it saves time and 
inconvenience, to rob the treatment of its moral ef- 
fect by making light of it, to allow unnecessary 
moving about and exposure to drafts and cold after 
procedures which always produce more or less 
shock? 

There are, indeed certain limitations to office 
practice which should be recognized and insisted on 
by rectal specialists. Some of these are as follows: 
Operations should not be performed unless sur- 
rounded by all aseptic precautions. If one proposes 
to operate in his office he should have an aseptic 
operating room fitted with sterilizers and all the 
paraphernalia necessary thereto. He should have a 
competent assistant always present and able to give 
general anesthesia if necessary, and a room where 
the patient can rest for a while after such opera- 
tions. With such environments the minor rectal 
operations can be safely done in one’s office, but 
without these they should not be done. In many 
cases the surgeon will have to attend the patient at 
his home for a few days afterward. Under such 
circumstances there is no gain to the surgeon, but 
the household of the patient will not have been upset 
and a prompter submission to operation will have 
been accomplished. Office operations should not 
be undertaken without the same careful preparation 
as for those to be done at the patient’s home or 
in the hospital. Upon such preparation will depend 
the success or failure of our work. 

The patients for office operations should be. care- 
fully selected. Weak, anemic, hyperesthetic individ- 
uals and those who bleed easily are all subject to 
shock and they are not fit subjects for such pro- 
cedures. They are liable to accidents in the office 
or on their way home and they fare much better if 
kept in bed for some time after operation. Com- 
plicated and plastic operations should never be un- 
dertaken in one’s office. In the former one never 
knows how much he will have to do, and in the 
latter quiet is necessary in order to maintain the 
approximation of the parts. Patients who live at a 
distance should not be operated upon in the office on 
account of the effort and exposure necessary to 
reach home and also on account of the inaccessibility 


of the doctor in case of need. For obvious reasons, 
operations requiring any more than the mildest type 
of general anesthesia should not be undertaken in 
one’s office. Finally, while the majority of piles, 
simple fistulas, fissures, ulcers and low strictures of 
the rectum may be, and perhaps ought to be, oper- 
ated upon under local anesthesia, it is safer and bet- 
ter after all, in the large majority of cases, to have 
the patient at home or in the hospital where all 
emergencies can be met and all complications 
guarded against. Most patients will not object to 
this arrangement, for as a rule, it is not the hospital 
or home treatment, nor even the actual operation 
which deters them from obtaining radical cure but 
really the dread anesthesia and unconsciousness, 
and with our modern improvements in the technic 
of local anesthesia we can avoid this in a very large 
percentage of rectal cases. I see no advantage in 
operating upon a patient in one’s office and sending 
him to the hospital for recovery. If he is to go to 
the hospital, let him go there at once, be operated 
upon there and put immediately at rest until the 
first effects of the operation are over. 

Under certain circumstances, however, in which 
it is desirable for the patient to be at home during 
the period of treatment, and in which the home en- 
vironments are not such as to enable one to do the 
best surgery, the operation may be done in the of- 
fice and the patient sent home afterwards. I am 
almost daily doing such operations and so far have 
had no reason to discontinue them, but I insist that 
the physician who would undertake such work must 
first properly prepare himself in the technic of local 
anesthesia of the rectum and provide a properly 
equipped operating room for such work. 


ErysipeLas.—Dr. Stroell finds the following 
treatment very efficient: 
Acid, carbol., 
Tinct. iodi, aa 1.0. 
Acaciz, 5.0. 
Alcohol absol., ad 20.0. 
M. Sig. Apply externally. Shake well. 
This mixture is brushed over the reddened area 
every two hours until swelling and reddening sub- 
side. The room is darkened, preferably with red 


curtains, to inhibit the growth of the streptococcus. 
In case of erysipelas faciei he uses a four per cent. 
boracic acid sol. (warm) snuffed into the nose every 
two hours, because erysipelas of the face usually 
originates at the nose. When the erysipelas arises 
from a wound it should be thoroughly disinfected 
and properly drained—Muench. Med. Woch. 
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PLASTER OF PARIS, AND HOW TO USE IT. 
By Martin W. Ware, M.D., 
Adjunct Attending Surgeon (Genito-Urinary), Mount 
Sinai Hospital; Surgeon to the Good Samaritan 
Dispensary, 


NEW YORK. 


(Continued from the January number.) 


THE APPLICATION OF THE PLASTER OF 
PARIS BANDAGE TO INDIVIDUAL 
FRACTURES. 


There is hardly a fracture of any 
FRACTURES bone in the body requiring immo- 
SUITABLE 
FOR PLASTER _ plaster bandage has not been advo- 
cated. Enthusiasts, indeed, would 
have us use plaster bandages for all fractures. An 
enumeration of the fractures for which the plaster 
bandage is neither desirable nor practical will best 
show its limitations. These are: fractures of the 
skull (for obvious reasons) ; of the wrist (Colles) ; 
of the clavicle ; of the ribs; of the shaft of the femur 
in infancy, in all cases, and in adolescence, in most 
cases. In all other fractures the use of a plaster of 
Paris cast is in place. In fractures of the forearm 
and arm in infants, because of the small dimensions 
of the parts, plaster of Paris is always to be pre- 
ferred to splints. The x-rays readily penetrate the 
plaster, so no objection can be offered to its use on 
this score. Except when applied to the lower ex- 
tremities, its weight can be kept down to that of 
any variety of splint. ; 

The immediate use of plas- 
ter of Paris for fractures does 
not imply its instant applica- 
tion. Usually, several hours 
elapse before the bandage is applied ; by which time 
the swelling about the fracture will have attained 
its maximum. If it is desired to reduce this swell- 
ing, or keep it at its minimum, elevation, massage, 
the use of a flannel or rubber bandage, preliminary 
to the application of the plaster bandage, will sc- 
complish this. In the use of the plaster of Paris 
bandage, perhaps more so than with other sorts of 
splints, an anesthetic is often required, and for the 
following reason: If the patient be at all restless 
while the deformity is being corrected and align- 
ment maintained, it is very likely that the plaster 
bandage will be put on with undue pressure; and 
violent motions of the patient may crack the 
quickly-setting plaster. If swelling of the fingers 
or toes or of the extremities distal to the bandage 
should supervene, the immediate removal of the 


GENERAL 
CONSIDERATIONS 


bilization, for which the use of the | 


bandage is by no means always necessary. Before 
taking this step we should be guided by the color, 
warmth, and amount of pain. If the extremity be 
cold, blue, anesthetic, or extremely painful, and a 
pulse cannot be felt, there should be no hesitancy in 
the instant loosening of the cast by splitting it. On 
the other hand, if,in spite of the swelling, the limb be 
warm, and not unduly red (inflammation excluded), 
and the accompanying pain and throbbing be a 
source of great discomfort, it is desirable to resort 
to the expedient of elevating the entire member by 
suspension or by placing it upon cushions, and to 
secure absolute rest by the administration of an 
opiate. If, after recourse to these measures for 
twenty-four hours at the utmost, the pain persists 
or is worse, and especially if the warmth of the ex- 
tremities gives place to cold, the cast must be split 
forthwith. Great caution must be exercised when 


Application of plaster of Paris bandage for fracture of 
the forearm. 


Fig. 12. 


these evidences of circulatory disturbances—swell- 
ing, edema, lividity—manifest themselves; for neg- 
lect to visit the patient frequently may cost him his 
limb and the surgeon his reputation. It need not 
necessarily follow that the limb becomes gangren- 
ous—a fate just as bad awaits a limb encased in 
plaster of Paris, when the patient complains of 
paresthesia and anesthesia. The undue pressure of 
the plaster of Paris, responsible for these symptoms, 
will, if not removed, cause ischemic paralysis, ter 
minating in permanent contractures. A mere split- 
ting of the cast in its entire length will put an end 
to all the untoward symptoms just mentioned. 
Under the most favorable circumstances, in the 
course of a week or two, with the subsidence of 
the swelling the cast mav become so loose that it is 
necessary to remove it, either to pad its interior with 
non-absorbent cotton, or to make a thicker invest- 
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ment of the limb; after either of which the cast may 
be replaced. An undue amount of perspiration with 
severe itching, or the presence of a solid substance 
which had accidentally made its way beneath the 
plaster, also demands the removal of the cast. 
When applying a plaster bandage for 
fracture, whether to upper or lower 
extremity, the body must be in a recum- 
bent position. The arm, leg or thigh to be bandaged 
should project beyond the edge of the table and be 
supported by an assistant. It is impossible to apply 
a plaster bandage to the extremities of an infant 
struggling in the arms of its mother or nurse; nor 


POSTURE 


Fig. 13. Plaster cast for lower third of the arm, the elbow, or the 
. upper third of the forearm. 


is the sitting posture in an adult conducive to that 

relaxation of the muscles necessary for the proper 

application of the bandage to the extremities. 
FRACTURES OF. THE UPPER EXTREMITY. 

The patient should be 
placed on his back, with the 
body close to the edge of the 
table, and both forearm and 
arm extending beyond the 
edge, supported by an assistant. The deformity is 
reduced by manipulating the fragments, making ex- 
tension and flexion in the antero-posterior or lateral 
direction, asssociated with supination or rotation. The 
proper alignment accomplished (an anesthetic to be 
administered if necessary), the assistant grasps the 
patient’s hand, as in the act of hand-shaking, mak- 
ing traction and executing counter-extension if nec- 
essary, or merely supporting the forearm,—which- 
ever is necessary to maintain the alignment. The 
plaster bandage should extend from the wrist to the 
flexure of the elbow. The flannel bandage immedi- 


FRACTURE OF ONE 
or BoNeEs 
OF FOREARM 


ately investing the forearm, however, should extend 
to the heads of the metacarpal bones, thus envelop- 
ing the hand. The fingers are left free. Thus we 
prevent edema of the dorsum of the hand, and by the 
color of the fingers we may judge of the circulation. 
If the fracture of the radius or ulna, or of both 
bones, be in the upper third, it may be necessary to 
flex the forearm on the arm. In that event the 
plaster of Paris bandage will include the elbow, and 
must be carried up the arm as far as the fold of the 
pectoral muscle, to secure the right purchase. If 
the bandage on the arm extends only a little above 
the level of the elbow joint or half way up the arm, 
the weight of the plaster bandage on the forearm, by 


‘ breaking up the flexion, will cause the upper part 


of the bandage to press into the soft parts. The 
flexure of the elbow should be well cleansed, dried 
and dusted freely with bismuth subgallate (der- 
matol), before the bandaging, to prevent chafing 
(dermatitis). 

In fracture of the shaft 
of the humerus in its mid- 
dle or lower third, when we 
are not concerned with the 
abduction of the upper fragment, a plaster of Paris 
dressing is suitable. The patient occupies a sitting 
posture. The reduction having been effected, the 
limb is brought into adduction, so that the chest wall 
forms an internal splint. A thin layer of non-ab- 
sorbent cotton, well dusted on both sides with 
dermatol, being interposed between the arm and the 
chest wall, the arm is held in place by circular turns 
of a muslin bandage, which pass obliquely over the 
shoulder, enveloping it. The forearm is left free, 
so that by its weight, even though supported by a 
sling about the wrist, it exerts extension on the 
lower fragment. In the same manner, the plaster of 
Paris bandage envelopes the arm and shoulder, se- 
curing them to the chest. A layer of cotton wool 
should be placed over the clavicle and shoulder, to 
prevent pressure by the plaster bandage. For in- 
fants but one bandage, five yards in length, is neces- 
sary; for adults, two will suffice. The forearm 
should be snugly wound with a flannel bandage, to 
prevent the development of edema. 

Experience has taught that 
the plaster dressing is not well 
suited to fracture of the elbow 
joint, other dressings being 
better adapted. When, however, the plaster band- 
age is chosen the following steps in its application 
should be observed. The patient occupies a recum- 
bent position, and the arm, projecting beyond the 
edge of the table, is supported by an assistant. The 


FRACTURE OF SHAFT 
oF HuUMERUS. 


FRACTURE OF THE 
JoInrT. 
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forearm is flexed as acutely as possible. In the flex- 
ure of the elbow joint, freely dusted with dermatol, 
a thin layer of cotton batting is placed, and the bony 
prominences are also enveloped in non-absobent 
cotton. The arm and forearm, from the axillary 
fold to the wrist, are invested with a flannel band- 
age, and over this, in turn, a plaster of Paris band- 
age is placed. The plaster bandage does not cover 


Fig. 14. Cast for fracture of the thumb or carpal bones. Palmar 
view showing cuffs of cotton at each end. 

the upper and lower limits of the flannel bandage. 

These are turned back so as to form a cuff at either 

end, a single turn of the plaster bandage being suffi- 

cient to secure them. This cuff prevents the edge 

of the plaster from pressing into the skin, and guards 
against unraveling of the flannel bandage. 

In all respects the plaster 

CoLLes’ Fracture. bandage is to be applied here 

like the cast described for 

fracture of one or both bones of the forearm, save 

that the wrist is included, and the bandage is car- 

ried down to the heads of the metacarpal bones. 


Fig. 15. Cast for fracture of the thumb or carpal bones. Dorsal 
view. 

Caution: It is this immobilization of the wrist, 
however, which constitutes a great drawback to the 
use of plaster of Paris in this fracture, for which 
many other devices are far better suited. 

This is the one finger for which, 
if it is fractured in any of its parts, 
a plaster of Paris dressing is suit- 
able. Whether the first or second 
phalanx or the metacarpal bone, is fractured, the 
thumb, in the extended and abducted position, is 


FRACTURE OF 
THE THUMB. 


covered with a flannel bandage spica, passing in 
figure-of-eight turns about the wrist, or a cotton 
glove, with the other fingers cut off, is slipped over 
the hand. Either investment is covered with a 
“spica pollicis” of plaster of Paris, including the 
wrist and terminating an inch above it. As in all 
other casts, the edge of the plaster bandage is cov- 
ered with the last turn of the flannel bandage. 
If the fracture be in the 
FRACTURE OF shaft, or near or in the base 
THE METACARPAL of the metacarpal bones, or 
AND CarRPAL BONES in a carpal bone, the hand, 
exclusive of the fingers but 
inclusive of the wrist and two inches of the forearm, 
is invested with a flannel bandage, and this in turn, 
is covered with a plaster of Paris bandage two 
inches in width. 
While no general rule 
TimME LIMIT FOR can be formulated as to 
REMOVAL OF PLASTER when the cast should be 
Casts IN Fractures’ wholly set aside in each of 
OF Upper ExtREMITY the fractures considered, it 
should be the practice at 
the end of the second week to remove the cast and 
inspect the site of fracture. This is done to ascer- 
tain, not so much the extent of union as judged by 
the wanton practice of manipulation to elicit mobil- 
ity, but rather to note whether the alignment is the 
best possible. For neither a plaster of Paris cast 
nor any other splint is designed to correct any de- 
formity, but only to hold the correctly placed frag- 
ments-in situ. 

When the x-rays are available, and by their use it 
is clearly seen, perhaps on the fluoroscopic screen, 
but preferably in radiograms, that the apposition of 
the fragments is all that could be desired, we may 
forego the removal of the cast for the purpose of 
inspection. 

(To be continued.) 


OINTMENT FoR Pruritus VULVAE.—The follow- 
ing combination is highly recommended by Dr. 
Beall as having given good results where all other 
means had failed: 

BR Menthol, gr. viij. 

Quin. sulph., gr. xx. 
Ac. carbolici, gr. xxiv. 
Ungt. hydrarg. nit., 3 j. 
Ichthyoli, 3 iiss. 
Lanolini, 3 vj. 

Ol. ricini, 3 x. 

M. Ft. ungt. Sig. Apply freely after washing 
the parts with hot water.—Teras Med. News. 
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SOME OBSERVATIONS ON 
THE LIVER*. 
By L. Sexton, M.D., 


Professor of Minor Surgery, Tulane University, 


ABSCESS OF 


NEW ORLEANS, 


Abscess of the liver requires more skill in diag- 
nosis and treatment than many other diseases with 
which we have to deal in tropical climates. The be- 
ginning of the abscess is often so obscure, its de- 
velopment is so insidious, that even the presence 
of pus is hard, at times, to determine. Abscess of 
the liver may be confounded with intermittent 
malaria, typhoid fever, right-sided pleurisy, cancer 
of the liver, gall stones, suppurating hydatid cyst 
and many other diseases. 

Chronic abscess of the liver may exist for a long 
period of time, scarcely producing any symptoms 
other than malaise and a low grade of fever.- Dr. 
Rose operated upon a case of abscess of the liver 
that had existed for twelve years, as proven by pre- 
vious puncture. Multiple abscesses of the liver are 
usually pyemic or secondary, resulting from emboli 
which have been carried from suppurating’ piles, 


dysentery, typhoid ulceration, or appendicial inflam- 
mation, through the portal vein or from general sys- 
temic infection through the hepatic artery. Cholan- 
gitis, caused by pyogenic organisms from the in- 
testines or gall bladder, may also result in multiple 


abscess of the liver. In all these pyemic metastatic 
abscesses treatment, either medical or surgical, is of 
little avail. 

It is the single tropical abscess with whuch this 
paper has to deal, and in which operative interven- 
tion is demanded early, for there is really no medical 
treatment of any permanent good in this condition. 
Traumatism, hydatid cysts, gall stones or dysentery 
may be the beginning of a single abscess. The am- 
eba coli of dysentery has been found so often in liver 
pus that it has been said to be the cause in the ma- 
jority of cases, though it may be a coincidence and 
not the real cause. Seventy-five per cent., however, 
of the single abscesses either exist with, or follow 
dysentery ; seventy per cent. are located in the right 
lobe of the liver, and are of embolic origin. 

Dr. Cantlie contends that tropical subhepatic 
abscess is dependent upon lymphangitis, resulting 
in suppuration, and that sudden chilling of the 
surface after excesssive heat causes the inflama- 
tion of the lymphatics of the liver where there had 
been no preliminary dysentery; and if there had 
been dysentery he claims it to be almost impossible 


* Read before the Louisiana State Medical Society. 


for emboli or fluids from the bowel to get into the 
liver lymphatics. 

The colon bacilli and amebz are occasionally seen 
in liver pus; the bacteria of suppuration may also 
be found in the liver abscess; the pus is, however, 
sometimes sterile, supposed to be so from its chron- 
icity, having disposed of the septic organisms origi- 
nally in the case. 

Symptoms are so light in some cases that the 
liver abscess is not suspected until a rupture takes 
place, resulting in general peritonitis or pleuritis. 
The more acute cases are accompanied by fever of 
102° or more. Enlargement, tenderness and pain 
over the liver, and profuse sweating, are among the 
first symptoms; there is a dread of deep breathing ; 
occasionally slight jaundice; nausea, foul tongue, 
shoulder-, head-, and back-ache are present, and 
the usual febrile conditions associated with pus for- 
mation; there is a sénse of weight and fulness in 
the right hypochondrium, where percussion shows 
increased liver dulness. 

The intrahepatic abscess is often associated with 
an attack of dysentery. The relation between the 
two attacks is accounted for by the arrest of emboli 
from the dysenteric ulcer of the intestine, in the 
branches of the portal vein in the liver; some of 
these single tropical abscesses involve half of the 
liver structure, the other half of the liver does the 
physiological work for the whole (secretion of bile, 
formation and storage of glycogen, the production, 
at least at a certain period of development, of blood 
corpuscles, the destruction of blood corpuscles, the 
formation of a large quantity of urea, and the re- 
tention and destruction of certain poisonous sub- 
stances absorbed from the intestinal tract). 

Suprahepatic abscess may open towards the 
pleura; intrahepatic abscess may open into any of 
the hollow viscera, or into the pleural, or peritoneal 
cavity ; liver abscess occasionally opens through one 
of the bronchial tubes, the red liver pus then ex- 
pectorated by this route, resemblingthe rusty sputum 
of pneumonia. “Wherever there is pus, let it out,’ 
applies as well to liver, as to other abscesses. If 
adhesions have formed and the abscess is pointing 
to the abdominal parietes there is no risk in a free 
puncture, provided the adhesions are perfect; if 
adhesions have not formed it is prudent to either 
stitch the liver capsule to the abdominal wall, or 
pack the incison and wait for adhesions, opening the 
abscess under cocaine at a second sitting. If the 
pus should burrow upward through the diaphragm 
and bulge at one of the intercostal spaces, a free 
incision should be made into the cavity. If there is 
plenty of space between the ribs it is not necessary 
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to resect, but free drainage must be attained even at 
the expense of a section of the rib; such cases are 
practically empyemata and should be treated accord- 
ingly. 

There is no variety of abscess where delay in 
operating is fraught with more serious consequen- 
ces than in abscess of the liver ; hence, whenever the 
symptoms point strongly to this condition, an aseptic 
exploring aspiration should be made;—the skin 
should be incised under cocaine, then an exploring 
needle, attached to a vacuum bottle or a piston 
syringe, is inserted, and a careful search for the ab- 
scess cavity is made. The advantage of the vacuum 
is that by a slow insertion the pus will be detected 
in the barrel of the springe as soon as the abscess 
is entered and thus the risk is avoided of driving 
the needle beyond the pus cavity, thereby failing to 
secure the evidence sought. When adhesions to the 
abdominal wall have formed a trocar is inserted into 
the abscess, and this affords a guide to a free open- 
ing, either by knife or by inserting and opening 
dilating forceps. 

Any broken-down liver tissue should be removed ; 
as much pus as possible drained out by position and 
pressure; any hemorrhage stopped by gauze pack- 
ing; and one or two three-quarter-inch rubber 
drainage tubes, with large. safety pins passed 
through their free end, should be placed in the 
opening to serve as a drain.. It is usually not best 
to wash out the cavities, but when the abscess is 
very large or the pus offensive, if we can make a 
counter opening or insert two large drainage tubes 
instead of one, a douching with boracic acid solution 
or creoline, one to six hundred, may be used. But 
with free drainage, douching is to be discouraged ; 
this is equally true of meddlesome interference by 
inserting the finger into abscess cavity. 

When no adhesions are found to exist, pack the 
incision, wait for adhesions to form, or stitch the 
liver tissue to the abdominal walls. Owing to the 
friable state of the liver tissue, sutures do not hold 
as they would in firmer structure.. Dr. McLeod, of 
Shanghai, uses a metal drainage tube and claims 
that all stitching of the liver to the covering soon 
gives way. Manson claims that his plan gives the 
best results in small, deep-seated abscesses; its in- 
sufficient drainage is its principal criticism. 

When the case has not been diagnosed until 
bulging has occurred, it is usually safe to incise, 
but we are not justified in such a tardy diagnosis. 
Aspiration is the only positive way of making an 
early diagnosis; if pus is found five inches deep by 
puncture through the abdominal wall, or an inter- 
costal space the trocar and canula method is the saf- 


est way of operating. In deep-seated abscesses the 
Manson trocar and canula method of opening 
proved very satisfactory in treating liver abscess in 
China. This method can be resorted to in the earli- 
est stages of the disease; if the abscess is four or 
five inches deep the cutting operation is rather more 
radical than the insertion of a canula; if the abscess 
is not seen, or is left until it bulges towards the 
abdominal wall or costal region, an incision is more 
practical. By the Manson method a trocar, six 
inches long and three-eighths of an inch in diameter, 
is inserted down to the abscess cavity, which has 
previously been located with an aspirating needle; 
the next procedure is the introduction of an India- 
rubber tube, the diameter of which is larger than 
that of the canula; the rubber tubing is half an inch 
in diameter, and ten inches long, with apertures 
near the bottom of the abscess to drain out the pus; ’ 
when the canula is withdrawn we have a wide tube 
leading to the bottom of the abscess cavity; a loop 
of thread is passed through the end of the tube, 
which is then covered by a large absorbent dressing. 
Dr. Mitchell treated four cases successfully by this 
method, Dr. Turnbull three cases, Dr. Cantlie seven- 
teen cases with four deaths. Irrigation was not 
used by them. Tubes should be left in as long as 
the discharge continues. 

Following the above suggestions I have had two 
successes and one failure in treating abscess of the 
liver in the past two years. 

Case one, a merchant, forty-five years of age, had 
previously enjoyed good health, with the exception 
of tuberculous glands of the neck, which had been 
removed. He had had a recent attack of la grippe; 
was sick for twenty days with what his physician 
called “bilious fever.” Temperature averaged about 
102°, pulse one hundred, breath foul, and tongue 
coated, tenderness and enlargement over the liver ; 
deep breathing caused pain. Aspiration was per- 
formed with the technic above described, and pus 
was discovered. We detached the syringe, leaving 
the needle as a guide-and made a free incision into 
the abscess, inserting two drainage tubes. No ir- 
rigation. Patient was instructed to remain on his 
right side as much as possible. An uneventful re- 
covery followed. This abscess was most likely of 
tuberculous or grippal origin. 

Case two, a bookkeeper by profession, had very 
much the same history. He had had no dysentery, 
but gave a history of chronic malaria. He attri- 
buted his liver abscess to leaning forward on his 
desk while writing. Diagnosis verified by aspira- 
tion; free ,incision through abdominal wall and 
drainage, effected a cure. 
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The third, and fatal case, followed typhoid fever 
and was not diagnosed until bulging of the abscess 
had taken place. We made a free incision and 
drained off an enormous amount of pus, which must 
have occupied two-thirds of the liver. The patient 
lived ten days, pus discharging freely all the time, 
but gradually died of exhaustion after having been 
sick about two months. 

Conclusions: Abscess of the liver may follow 
malaria and typhoid fever on account of infection 
and the congested condition of the liver in these dis- 
eases. We may have abscess of the liver with ab- 
sence of fever, dysentery or jaundice. Aseptic as- 
piration is the only positive way of clearing up the 
diagnosis. The finding of malarial plasmodia in the 
blood or amebz coli in dysenteric stools, aids in the 
diagnosis. With perfect adhesions, and no leaky 
drains, the prognosis in single tropical abscesses 
should be favorable; free drainage without irriga- 
tion is the safest rule in treating abscess of the liver. 

Perhaps dysentery as a cause of liver abscess has 
been exaggerated. It may be a coincident condition 
instead of a cause, in some cases, at least. 


A CASE OF SIDEROSIS BULBI. 
By W. Coe McKeesy, M.D., 
SYRACUSE, N. Y. 


A. W., age 48, blacksmith, married, consulted me 
for loss of vision of right eye. The history of the 
case is as follows: 

Fifteen months before while endeavoring to cut 
a piece of iron the chisel that he was handling was 
shattered and his arm was badly lacerated. Several 
pieces of steel were removed by the family physi- 
cian, but there was then no evidences of any injury 
to the eye. 

Seven months following the accident, his fore- 
man called his attention to the fact that his eyes 
were not of the same color, which the patient 
promptly asserted was not the case. This discussion 
developed the fact that the vision in the right eye 
was apparently destroyed, light perception only be- 
ing present. At the suggestion of his family physi- 
cian, he consulted a specialist, who diagnosed the 
case as one of iritis and treated the eye for this 
supposed condition for some time. 

When the patient came under my care, about fif- 
teen months after the accident, he could not recall 
naving had any pain or inflammation of the part 
curing the interval, nor was there any indication of 
a previous iritis. On examination I found the right 
eye a mottled brown, the left eye bright blue. The 


lens was opaque, and on dilating the pupil I found 
the capsule of the lens ruptured and a deposit of 
iron on the anterior portion. The lens was discol- 
ored and presented a typical traumatic cataract. I 
advised removal of the lens, which operation was 
performed one month later. As the capsule had 
previously ruptured the soft lens matter escaped 
after the iridectomy, but considerable pressure was 
necessary to remove the hardened portion, in which 
latter I found imbedded two small particles of iron. 

The usual! dressing was applied and removed five 
days later. The wound had healed nicely but the 
iris remained mottled brown the same as before 
the operation. 


Tue Law or CONSENT IN REGARD TO OPERATIONS. 


A number of malpractice suits have been insti- 
tuted for operations in which more has been done 
by the surgeon than was previously stated, or some- 
thing different. In one of these cases a patient 
brought a suit for an operation upon the ear. The 
patient had been told that an operation was neces- 
sary upon one ear; he consented to the operation, 
but after the anesthetic was administered it was 
found that the opposite ear was the most involved, 
and that was the one operated upon. In another 
case a woman brought a suit having been told by a 
surgeon that it was necessary to remove one of 
the ovaries. When he got into the abdomen he 
found both of them extensively diseased and took 
them both out. It is manifest that the defense of 
such a malpractice suit is rather different from that 
based upon other grounds, such as negligence or a 
want of skill. In neither of these cases was the 
physician held in damages, but the decision in such 
a case may be a narrow one. A. N. Taylor (Sé. 
Louis Medical Review, August 5, 1905) says that 
a surgeon must in all cases either keep within the 
strict scope of authority expressly given to him, or 
must surround himself with such safeguards that he 
can show to the court and jury by the testimony of 
reliable witnesses that he was employed to perform 
such operation as might be found necessary, and 
that the operation which was done was a necessary 
one and proper to be performed in that way. 

The question from whom consent must be ob- 
tained is not so clear. As a general rule the consent 
of a husband must be obtained before an operation 
is performed upon the wife. Such consent is usually 
implied where the husband places the wife under 
the surgeon's care. At times courts take the posi- 


tion that consent of the wife is all that is necessary. 
—Medicine. 
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FRACTURES OF THE BONES OF THE 
FOOT. 


It has been said that the employment of the x- 
rays, albeit vastly helpful in the diagnosis and treat- 
ment of fractures, has discovered no type of frac- 
ture not known to us before. Essentially this is true, 
but an exception to the statement, both in fact and 
in spirit, must be made of certain fractures of the 
bones of the foot. 

A decade ago it was taught that fractures of the 
metatarsal bones were produced only by severe and 
direct violence. By means of the x-rays Robert 
Jones, of Liverpool (Annals of Surgery, June, 
1902) discovered, in his own person, a fracture of 
the base of the fifth metatarsal bone, produced by 
bearing his weight on the inverted foot while danc- 
ing. He reported several other cases of the same 
fracture, all produced by indirect violence. The 
editor has seen the same fracture produced by a 
mere twisting of the foot while walking. 

It was by means of the x-rays that it was deter- 
mined that swelling of a foot produced by slight 
violence, as in marching, (“fuss geschwulst,” “force- 
pied,” “swelled foot” as the soldiers called it) 1s in 
many cases the result of a fracture of a metatarsal 
bone. Kirchner and others have shown that fractures 
of the metatarsal bones are by no means as uncom- 
mon as they were formerly thought to be. Helferich 
says: “It is astonishing to find out how small an in- 
jury to the foot, protected as it is, by the boot, 
suffices to produce an isolated fracture of a meta- 
tarsal bone. The injury may consist in a blow 


against the sole of the foot, or in the long axis of the 
foot, as in marching, especially on frozen and un- 
even ground.” 

Among the other injuries by indirect violence 
we have learned, again largely by means of the 
x-rays, that sprains of the ankle often involve a 
chipping of the malleolus. 

As a result of direct violence, fracture of a 
phalanx, or of the calcaneum may be diagnosti- 
cated without skiagraphic aid, as may coarser frac- 
tures of other bones produced by crushing injuries. 
Even here, however, an accurate anatomical diag- 
nosis is usually impossible without the x-rays. Again 
and again their use demonstrates a fracture of one 
or more of the small bones of the foot in patients 
who have, or who are supposed to have, fractured 
the tibia or the fibula, or merely “sprained” the 
ankle. 

Anatomical considerations make it at once evi- 
dent that the determination of the presence of a trac- 
ture of one of the mid-tarsal bones, is extremely 
difficult, and usually impossible, without x-ray ex- 
aminations. Yet these examinations have shown 
the occurrence of such fractures, alone, or associated 
with injuries to other bones, as the result of in- 
juries by slight or severe direct violence. For this 
reason, and because fractures of the metatarsals 
by indirect violence are by no means uncommon, it 
should be practically a routine to submit the foot to 
skilful skiagraphy in all cases where either form 
of violence may have occurred. It will save many 
patients from weeks of suffering and disability. In 
this region, more than in any other, the x-rays are a 
means of diagnosis that cannot be dispensed with. 


“CASE” AND “PATIENT.” 


“Someone, somewhere, has been making adverse 
criticisms of the general but much abused use of the 
term “case” when “patient” is meant. Its greatest 
objection is the disassociation in the mind of the 
physician, of the individual from the disease from 
which he suffers. Foilowing out this separation the 
sufferer with his personal equation is lost sight of 
and the doctor concentrates all his attention on the 
disease entity. We speak of a beautiful case of 
smallpox or of typhoid fever, examining all of its 
manifestations with the keen enjoyment the botanist 
does a new plant. To the poor patient these mani- 
festations are not enjoyable at all. He demands 
attention, his sufferings are very real to him and he 
very much underrates the privilege of being the 
medium of growth for these bacteria whose life 
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cycle is so full of interest to us. The chances are 
that while we are absorbed in the “case” the patient, 
the man who demands relief and who expects and 
deserves our symptathy and attention, will call in 
someone with perhaps less of science but more of 
humanity who will give him what he desires, human 
sympathy, courage and relief. Let us keep in mind 
the difference between “patient” and “case” ‘and 
govern ourselves accordingly.” —Milwaukee Medical 
Journal. 

“The chief attractions in medicine are its intense 
human interest and the extent to which it draws 
upon all the arts and sciences; and no time is bet- 
ter adapted than his hospital service for a physician 
to develop both sides of his profession—the philan- 
thropic and the scientific. Every hospital 
is a school of medicine for all concerned in the care 
and observation of its patients, from the surgeon- 
in-chief down to the probationary nurses—and, in- 
directly, for the medical and nursing world at large. 
Even an ignorant patient understands this and he 
thinks the more of the physician who exhibits a 
scientific zeal in the study of his ailment. But the 
physician has deservedly lost all the patient’s regard 
when he allows the scientific to absorb or obscure 
the human side of his work—when, in other words, 
he loses sight of the patient in the case! The patient 
should be made to feel that, above all other interests 
in him, the doctors are most concerned in his com- 
fort and his recovery. Certainly it is a breach of 
professional relations and, no less, of all sympathetic 
regard, to declare in a patient’s hearing that, for ex- 
ample, the distressing pulsations of a large aneurism 
are “very pretty.” But more than that, sick men 
try to read their fate in the countenance and gestures 
of their medical attendants, and a shrug of the 
shoulders on the part of one of them may blast 
some poor fellow’s hopes of recovery.”—Editor’s 
“Tue ASSISTANT.” 


THE PASSING OF INSTRUMENTAL DE- 
VICES IN INTESTINAL ANASTOMOSIS. 


Instrumental aids in the formation of intestinal 
anastomoses were at one time greatly in vogue. The 
Murphy button, the Robson bone bobbin, the La- 
place anastomosis forceps, are representative of 
these instruments. More recently such devices as 
the McGraw elastic ligature and the. Maury twine 
triangular stitch received extensive trial. At the 


‘arge clinics abroad, however, many surgeons have 
from the outset relied upon suture alone, although 
most of the devices above mentioned received a fair 
A paper of William Mayo’s on gastro-jeju- 


trial. 


nostomy, reviewed on another page in this month’s 
issue, shows that this American master of surgery 
uses the buttun only after pylorectomy or gas- 
trectomy, and that he places his chief reliance on 
suture alone. 

This changed point of view can be assigned to 
two main causes; the first is the numerous short- 
comings of mechanical devices; the second is due 
to changes and improvements in technic. The 
Murphy button, for example, often caused trouble 
by falling back into the stomach; or has remained 
attached to the point of anastomosis; in debilitated 
patients an uncircumscribed slough has been known 
to be caused by the pressure of the button, pro- 
ducing fatal peritonitis. The McGraw ligature, in 
spite of its simplicity of application, has repeatedly 
failed to cut through and establish an anastomosis, 
and, at the best, it requires several days to accom- 
plish its purpose. This list of defects might be inde- 
finitely multipled if we were to glance over the long 
list of mechanical aids. 

The improvement in technic is best shown when 
the present popularity of the fairly difficult Finney 
gastro-duodenostomy is taken into consideration; 
such operations as Kocher’s or Moynihan’s gastro- 
jejunostomy are now also regularly performed. 
Trained surgeons are so uniformly and widely dis- 
tributed at the present day, that these operations, re- 
quiring advanced surgical technic, can be performed, 
under favorable conditions, even in out of the way 
places. Again, the increasing conservatism ob- 
served in acute intestinal obstruction, which dis- 
countenances primary intraabdominal resection and 
immediate anastomosis, in a toxic and debilitated 
patient, has removed one of the chief “raisons d’étre”’ 
of mechanical devices, such as the button. The 
present trend favors, in these cases, the “extraperi- 
tonealizing” of the affected gut, an artificial anus, 
and secondary resection. Usually, an insignificant 
extraperitoneal operation, under local anesthesia 
at a later date, suffices to restore the intestinal con- 
tinuity. A similar technic in the radical removal of 
malignant tumors of the intestine has also attained 
well-deserved support. 

It is significant of this change in methods of in- 
testinal and gastrointestinal anastomosis to quote 
from Moynihan’s latest book “Abdominal Opera- 
tions.” “The use of mechanical appliances is no 
longer necessary; these have played their part 
: and it is now time that their use should 
be abandoned. By their aid we do not 
accomplish anything that cannot be accomplished 
with equal rapidity and with greater safety by the 


simple suture. R: 
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Surgical Suggestions. 


Do not ligate tumors of the navel without making 
sure that intestine is not included within the ligature. 


Punctured wounds about the knee should be 
treated with the greatest solicitude and attention to 
asepsis, in order to prevent infection of the joint. 


In operating for loose bodies within the knee 
joint, do not be satisfied with removing but one 
body ; a careful examination should be made to de- 
termine the presence of more, for they are very fre- 
quently multiple. 


Never advise an elastic stocking in cases of vari- 
cose veins where thrombosis exists. The pressure 
may detach a part or whole of the thrombosis, pro- 
pelling it into the general circulation. 


In cases of head traumata, bleeding from the 
mouth or nose does not necessarily mean that the 
case is one of fracture at the base. The hemorrhage 
may be entirely due to a localized injury. 


The appearance of emphysema in the tissues about 
an infected wound, accompanied by fever and es- 
cape of bubbles of gas from the wound, should be 
regarded as very ominous and indicative of gas 
bacillus infection. Such cases should be treated by 
extensive incisions. 


Every case of intestinal obstruction of obscure 
origin should be inquired into closely with reference 
to a previous history of cholelithiasis. If a definite 
history of this is obtained, it is well to suspect ob- 
struction by a gall stone. 


In strapping the chest for fractured rib, two 
points should be particularly noted: 1. The straps 
should pass well beyond the median line. 2. ‘They 
should be applied in full expiration. One or two 
straps passed over the shoulder help much to secure 
immobilization. 


Although the anal reflex requires profound 
anesthesia to abolish, chloroform or ether is not al- 
ways needed in order to divulse the sphincter ani. 
This may be accomplished painlessly, and usually 
with entire satisfaction, under ethyl chlorid or 
nitrous oxid narcosis if, especially, an opium sup- 
pository is introduced a half-hour beforehand, and 
a pledget of cotton wet in cocain solution is applied 
just before the operation. 


If a swelling is “fluctuating” do not be too sure 
that it is not a solid growth. Lymphangiomata 
fluctuate. 


Remember that chronic ulcers on the hand are 
found in brass workers, and that a discontinuance 
of this occupation is necessary to secure healing. 


Do not give a good prognosis in cases of melano- 
sarcoma of the fingers or toes, no matter how small 
the tumor may be, and no matter how high the am- 
putation is performed. In the majority of cases, 
these patients succumb to metastases. 


It is a good rule to always inspect the labia be- 
fore making a vaginal examination. Many patho- 
logical conditions in these parts may otherwise pass 
unsuspected. 


In pulling on the round ligaments in the Alex- 
ander operation, use the fingers rather than instru- 
ments; a surer hold is given, one can gauge the 
proper force to employ more readily, and there is 
less likelihood of the ligaments tearing. 


Most cases of sudden, unexpected hemorrhage 
from the urethra are due to malignant disease, but 
it is well to remember that there are cases of genito- 
urinary tuberculosis in which such a hemorrhage is 
the first symptom. 


Accumulated experience shows that castration 
alone will not cure the great majority of cases of 
tuberculosis testis. In many, if not most, cases the 
vas deferens, seminal vesicle or prostate is involved, 
and it will be necessary to remove one or more of 
these structures in order to cure. 


It is not sufficiently established that the charac- 
ter of the crystals found in the urine indicates the 
presence or identity of lithiasis in the urinary tract. 
When cystin crystals are constantly found in the 
sediment, however, if symptoms of lithiasis are pres- 
ent, the stone is probably made up of cystin. 


The examination for tubercle bacilli in the urine 
by the ordinary method of staining, is not decisive 
by any means, even if the bladder has been catheter- 
ized and differential stains for smegma bacilli have 
been employed. Numerous examinations with the 
aid of these procedures must be made, and even then 
the diagnosis is only a presumptive one. The only 
sure test is by injecting a large quantity of the sedi- 
ment into a guinea-pig. 
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Book Reviews. 


Gall Stones and their Surgical Treatment. By B. G. A. 
Moyninan, M. S. (London), F. R. C. S., Senior As- 
sistant Surgeon to Leeds General Infirmary, Leeds, 
England. Second edition, revised and enlarged Octavo; 
458 pages. Philadelphia and London: W. B. Saun- 
pERS & ComPANy, 1905. Cloth, $5.00 net; half 
morocco, $6.00 net. 


The maturer development of the operative treatment of 
gall stones stands as one of the distinctive triumphs of 
surgery’s last decade. To this development Moynihan was 
a notable contributor. As a clinician and as a technician, 
he is a recognized authority upon abdominal surgery. It is 
therefore scarcely surprising that the first edition of his 
book was exhausted in a few months, more especially since, 
like all his writings, it was delightfully precise, both in tech- 
nical directions and in clinical descriptions. 

This edition is marked chiefly by the introduction of an 
additional chapter, of twenty pages, on Congenital Ab- 
normalities of the Gall-Bladder and Bile Ducts. It is based 
chiefly on museum specimens, with illustrations of many of 
which it is embellished. Scattered through the text will be 
found many new, instructive case reports and new illustra- 
tions and references to such developments in the subject as 
have appeared in the short time that elapsed since the first 
edition was prepared. 


Minor and Operative Surgery, Including Bandaging. 
By Henry R. Wuarton, M.D., Professor of Clinical 
Surgery in the Woman’s Medical College of Pennsyl- 
vania; Surgeon to the Presbyterian and the Children’s 
Hospitals, Philadelphia, etc. SrxtH Epition. Revised 
and very much enlarged. Duodecimo; 650 pages; 532 
illustrations. Philadelphia and New York: Lea 
BrotHers & Co., 1905. 


The sixth edition of this popular little volume is en- 
larged to deal with a much larger field than that of 
minor surgery. The author has seen fit “to include those 
procedures which can be advantageously practised upon 
the dead subject, such as the Ligation of Arteries, Ampu- 
tations, Excision of Joints, Operations upon Nerves and 
Tendons, Intestinal Anastomosis, etc.,” also emergency 
operations such as tracheotomy, operations for appen- 
dicitis and strangulated hernia. According to the author, 
only capital surgery has been omitted, but when we find 
a description of pylorectomy, radical amputation of the 
breast, etc., it is apparent that no very sharp line was drawn. 

The chief subject matter deals with bandaging, the many 
details of minor surgery, fractures and dislocations; but, 
necessarily, the innumerable other branches of surgery 
dwelt upon occupy considerable space. Surgical bacteri- 
ology, for instance, receives an entire chapter, x-ray tech- 
nic is also described and even such special procedures as 
cystoscopy are given at least a paragraph. This wealth 
of material obliges very summary treatment of even im- 
portant topics, and, to a certain extent, serves to detract 
from the value of the book. Fortunately the text is ex- 
cellent and clear, and the illustrations numerous and well 
chosen; therefore the attempt to furnish in such small 
compass a minor and major compend of operative sur- 
gery, and a guide to all the various special branches of 
the subject, is as nearly successful as could be expected. 


Man and His Poisons. <A practical exposition of the 
causes, symptoms and treatment of self-poisoning. By 
ALBERT ABRAMS, A.M., R.M.S., Consulting 
Physician, Denver National Hospital for Consump- 
tives, Mt. Zion and French Hospitals, San Francisco, 
etc. 1I2mo., 268 pages; 17 illustrations. New York: E 
B. Treat & Co., 1906. Price, $1.50. 


Tnis work is in part a practical treatise on auto-intoxi- 
cation and in part a study of neurasthenia. Like most of 
the books by this author, it is largely colored by his per- 
sonal views. Thus, abdominal venous congestion is re- 
garded by him as the basis of neurasthenia, and in the 


chapters on treatment much stress is laid upon the impor- 
tance of such ,procedures as “liver massage,” the “sinus- 
oidal current,” etc. Abrams intentionally discusses the 
theoretical, bacteriological and chemical problems of auto- 
intoxication but superficially, but the psychical phases of 
neurasthenia are discussed more fully. On the whole, the 
book is certainly what it was intended to be,—a “practical 
exposition.” It is written in a clear, entertaining style, 
exhibiting a real felicity in the art of quotation. It is pro- 
vided with ample bibliography and index. To those in- 
terested in the subject, it will prove suggestive. 


Report of the Commission for the Study and Treat- 
ment of “Anemia” in Porto Rico. Authorized by 
act of the Legislative Assembly, approved February 
16, 1904. Respectiully submitted to Hon. Beekman 
Winthrop, Governor of Porto Rico, December 1, 1904. 
In English and Spanish. Bureau or PRINTING AND 
San Juan. P. R. 


This report is an interesting chapter in the history of 
tropical diseases and a very important contribution to the 
study of uncinariasis. It is, in fact, a thesis upon this dis- 
ease—especially as it occurs in Porto Rico,—its history, 
experimental study, etiology, pathology, symptomatology, 
diagnosis, prophylaxis and treatment. The modest state- 
ment, too, of the accomplishments of the commission— 
the enormous amount of work done with very limited fa- 
cilities—emphasizes again that, in sanitary blessings at 
any rate, the United States has indeed engaged itself in 
“benevolent” assimilation of its recently acquired terri- 
tories. 

The commission reports, in brief, that most cases of an- 
emia in Porto Rico are due to infection, chiefly through 
the skin, with the larve of uncinaria americana; that the 
disease is. preventable by decent sanitation; and that it is 
usually easily curable by the administration, with proper 
precautions, of anthelmintics, of which beta-naphthol, thy- 
mol and male fern are much to be preferred. 

It is interesting to note that the mere administration of 
iron in an effort to cure the disease is condemned as use- 
less. After freeing patients of their uncinarize the com- 
mission did employ, however, iron (in the form of Blaud’s, 
Vallet’s or Blancard’s pills or Gude’s peptomangan) in 
some cases, chiefly those in which restoration towards a 
normal hemaglobin percentage, was slow. They found 
the iron helpful in severe cases. 

The report includes a number of case records and a 
bibliography. Both for the report itself and for the con- 
duct of the laborious work on which it was based not too 
much praise can be bestowed upon the members of the 
commission—Drs. Bailey K. Ashford, Captain, Assistant 
Surgeon, U. S. A. (who first demonstrated the ankylostoma 
as the cause of anemia in Porto Rico). W. W. King, 
Passed-Assistant Surgeon, U. S. Public Health and Ma- 
rine-Hospital Service, and Pedro Gutierrez Igaravidez. 
Health Officer of Bayamon, and Director of Municipal 
a ia to those volunteers who collaborated with 
them. 


Books Received. 


The Four Epochs of Woman’s Life. Maidenhood, Mar- 
riage, Maternity, Menopause. A Study in Hygiene. 
By Anna M. Gatpraitu, M.D., New York., Author of 
“Hygiene and Physical Culture for Women.” 12mo. ; 
200 pages. New York, Philadelphia and London: W. 
B. SauNpvers & Co., 1905. Price, $1.50. 


A Manual and Atlas of Orthopedic Surgery: Special 
and General. Including the History, Etiology, Path- 
ology, Diagnosis, Prognosis, Prophylaxis and Treat- 
ment of Deformities. By James K. Youne, M.D., As- 
sociate in Orthopedic Surgery, University of Pennsyl- 
vania; Professor of Orthopedic Surgery, Philadelphia 
Pulyclinic, etc. Quarto. 720 illustrations; 942 pages. 
Philadelphia: P. BLAKiston’s Son & Co., 1905. Cloth, 
$10; half-morocco, $12. 
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International Tuberculosis Congress, Surgical Section. 
First meeting. Revue de Chirurgie, No. 12, 1905. 


The consensus of opinion showed acceptance of the pos- 
sibility of infection of human beings from animals, although 
infection by bovine tuberculosis is rare when compared to 
infection from man to man. Immunity experiments re- 
ported by LANNELONGUE, ARLOING and others, are interest- 
ing and perhaps promise for the future, but no direct 
clinical results were recorded. 

GAUGOLPHE (Lyons) advocated puncture of tubercular 
bone abscesses and refilling with saline solution; Lozwy 
(Paris) preferred free irrigation with sterile water through 
the canula, followed by iodoform-ether injections. Coupray 
divided the intraarticular foreign bodies of tubercular 
origin into synovial tumors, which remain attached and 
may attain large size, and osteo-cartilaginous bodies, which 
are free and originate from the adjacent diseased bone. 

FRroELIcH (Nancy) occasioned considerable discussion by 
declaring in favor of ambulatory immobilizing apparatus for 
tumor albus in children. Catitot and LANNELONGUE con- 
sider horizontal posture an absolutely necessary adjunct to 
the treatment of this condition. 

Resection of the wrist, according to LeDENtu, is not 
practiced with sufficient frequency for tuberculous osteo- 
arthritis of the carpus and the proximal extremities of the 
metacarpal bones. The operation must be complete, all dis- 
eased bone must be removed, all tuberculous tissues around 
or on the tendons excised, and finally a concentrated solu- 
tion zinc chloride or the actual cautery should be applied. 
Ankylosis with limited mobility is the ideal result to be 
hoped for. 

Operations on the foot were generally favored in well 
advanced cases, radical treatment being indicated only in 
the severest lesions. When the astragalus is diseased, its 
removal is indicated, as is also removal of the calcaneum if 
this bone is attacked. Catot, however, no longer operates 
in any of these cases, contenting himself with iodoform in- 
jections and the local treatment of fistulae. 

DemMouLin (Paris) divided ilio-cecal tuberculosis into 
three types, the ulcerative, the intestino-peritoneal and the 
hypertrophic. The infection of the peri-cecal glands is of 
importance; in doubtful cases it may aid in the diagnosis. 
Where the tumor is circumscribed, resection is indicated; 
where the invasion has extended beyond the intestine, ex- 
clusion should be practised, and if hstulous tracts have 
developed bilateral exclusion is in order. The appendix 
plays but a minor réle in this disease. The discussion 
which followed added no important facts to this paper. 
Bérarp and Pater remarked that there are two classes of 
patients. First, those in whom the tuberculosis is well 
developed, often with other visceral lesions; in these cases 
surgical interference is incidental, and should be limited to 
the relief of stenoses or suppuration, and to other strictly 
palliative measures. Second, the cases in which the dis- 
ease is localized and takes the form of hypertrophic or 
fibro-cicatricial lesions permiting of radical removal. 

DeLaunoy (Paris) attached importance to the contact of 
compresses with the intestine while performing laparotomy 
for tubercular peritonitis. Loewy advised inspection of the 
ovaries in the ascitic type, as they are often diseased, even 
when macroscopically but little changed. BRUNSWICK LE 
Brnan_ (Tunis) favors lavage of the peritoneal. cavity, 
while Denys (Louvain) uses injections of bouillon from 
which the bacilli have been removed by filtration (Koch). 

PéntErEs (Toulouse) practises injections of resin of 
euphorbe in glycerin, in the treatment of genital tubercu- 
losis. After eight to ten injections the enlargement of the 
epididymis disappears. Catot employs six to eight drops 
of naphthol-camphor if there is an abscess; if there is a 
hard tubercle it should be softened by daily injections of 
naphthol in glycerin (1/5 naphthol, 4/5 glycerin). If 
fistulous tracts exist these should first be closed with cot- 
ton plugs to prevent the escape of the injected fluid. 

CATHELIN proposes to remove tuberculous seminal 
vesicles transvesically, the incisions being placed 2-3 cm. 
behind the neck of the bladder. 


CorNIL has seen nine cases of tuberculosis of the ovarv. 
Most often it results from infection by the peritoneum, 
sometimes by extension from the tubes; usually it is 
bilateral. Ascending infection from the vagina is apparently 
unknown. ‘Lhe lesions consist either of granulations, or of 
discrete or confluent small abscesses; bacilli are rarely 
found. A favorite site is a recently developed corpus lu- 
teum, which affords a favorable nidus. In reply to state- 
ments that no ascending infection has been observed, CorNIL 
remarked that tuberculosis of the cervix is very uncommon, 
and Loewy stated that all his animal experiments directed 
toward causing such an ascending infection proved negative. 

Surgical Intervention in Tuberculosis of the Meninges of 
the Brain. ALLESSANDRI (Rome) and Durer (Lille) read 
reports on surgical intervention in tuberculous meningitis 
and encephalitis. Not in all cases does the tuberculosis 
manifest itself in the miliary form, nor does the infection 
have to be diffuse. Rare instances of spontaneous cure 
have been noted. In the usual run of cases surgical in- 
tervention is not indicated. Decompressive operations 
are of but transitory effect, lumbar puncture has 
at least a diagnostic value (lymphocytosis, bacilli). 
In very chronic localized cases, or cases_ with 
plaque-like infiltration a cure might be effected. 
Solitary tubercles are commorer in children. If the exact 
localization is possible, the region accessible, the general 
condition good, and no other tuberculous lesions are pre- 
sent, intervention is indicated In cerebellar tubercles the 
operative results are discouraging. No comparison be- 
tween tubercular peritonitis and meningitis can be drawn, 
as the infiltration of th: delicate brain tissues take place 
earlier and to a greater extent than that of the more 
resistant intestine. Softening of the ventricular walls, 
arterial obliteration and venous thrombosis result. If, in 
appropriate cases, the technic of large trephine openings, 
irrigations of the meninges, etc., is improved, there may 
be some possibility of obtaining better results. Lanwne- 
LONGUE advocates large trephine openings and irrigation of 
the meninges, if instituted early. He has observed and 
cured two cases of tuberculosis of .the cranial vault, with 
secondary infection of the underlying meninges and ‘brain. 

Various speakers mentioned special methods applicable 
to the treatment of laryngeal tuberculosis, Local applica- 
tions of lactic acid, chlorid of zinc, fluorid of silver, and 
glycerin extract of ‘cod liver oil were advocated. 

LANNELONGUE, at request, explained his technic of the 
sclerogenous treatment of articular tuberculosis. He uses 
a 10% solution of chlorid of zinc, injecting two to three 
drops peri-articularly in numerous spots directly on the 
bones and about the fungosities. Into the joint cavity 
he introduces iodoform in oil. 

Rotirer described the clinic and sanatorium he has 
established for the treatment of surgical tuberculosis. 
Appropriate climate (Switzerland), hygiene and diet reduce 
the necessity for surgical intervention. 

ResouL (Nimes) lauded the effect of sunlight. REpARD 
has used x-rays for glandular enlargement, but much time 
(six months) is required. He has also seen good éffects 
from the use of oxygen gas or peroxide of hydrogen in- 
jections into cold abscesses. 

Tuberculosis and Trauma, ViLtEMIN (Paris) said that 
traumatism may introduce the bacilli. Injury to a tuber- 
culous lesion may liberate the germs and aid in their 
general dissemination. External lesions often are not pri- 
mary, but rather the evidence of a general infection. A 
latent focus may first show itself after a trauma has 
occurred and, on the other hand, a visible lesion is often 
aggravated by the injury. 

JEANNEL read statistics showing that 16% of patients 
laid to traumatism the origin of their trouble, but that 
really in only about 5.5%. the cause could be definitely 
traced to accident. 

LarDENNo!Is (Rheims) places the starting point of tuber- 
culous cervical adenopathies in the buccal mucous mem- 
brane, and the lymphatic apparatus of the mouth and 
pharynx. He favors tonsillectomy and removal of adenoids. 

Resolutions calling for the establishment and support by 
the government of hospitals for surgical tuberculosis and 
for isolation in separate pavilions in general hospitals, were 
introduced. 
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‘Axillary and Pectoral Cicatrices Following the Re- 
moval of the Breast, Axillary Glands, and Con- 
nective Tissue for Malignant or Other Diseases. 
Joun B. Murpny, Journal .of American Medical As- 
sociation, January 6, 1905. 


Untoward sequele following mammary apetione or 
axillary dissections may be classified as follows: Fix- 
ation of the arm to the chest with more or less limitation 
of motion. 2. Venous stasis in the arm and forearm with 
edema. 3. Lymphedema of the arm and forearm. 4. 
Neuralgia in the arm and forearm. 5. Sensitive retracting 
scars. In order to obviate the symptoms referable to 
these conditions Murphy recommends the following pre- 
cautions: 1. The incisicn should not be in the anterior or 
central axillary line; “the best results are obtained by 
making the incision high up on the chest and rectangular ; 
the apex of the incision just beneath the acromion process, 
the inner limit parallel to the fibers of the pectoral, and the 
outer parallel to the long axis of the humerus.” 2. Murphy 
does not believe that such extensive removal of the skin as 
is commonly practised is necessary except in cases where 
the skin is involved. 3. In order to prevent cicatricial con- 
traction around the axillary nerves and bloodvessels, the 
author recommends that a narrow flap of pectoralis major 
be sewed in place, so as to cover these structures. A por- 
tion of the pectoralis minor or latissimus may also be 
used. 4. In the dressing, the arm should not be applied 
close to the chest wall, but at right angles. This position 
obliterates any dead space, and is more comfortable. 
Murphy advises a plaster of Paris bandage in all cases. 5. 
Recurrences in the axilla can be obviated only by thorough 
dissection. 


A New Operative Procedure in Intestinal Anastomosis. 
B. L. Wricut. Medical News, December 16, 1905. 


This method appeals by its simplicity. The first steps 
consist in applying three temporary Lembert traction 
sutures to the cut ends of the bowel, dividing their circum- 
ferences into three equal parts. One of these sutures is 
inserted at the mesenteric border. An assistant pulling on 
this suture and one of the others brings the intervening 
segment of the bowel ends together, with the formation of 
a ridge through which latter the operator readily inserts 
a continuous Lembert suture. The assistant then drops the 
first traction suture and pulls apart the second and the 
third traction suture, between which the Lembert running 
stitch is continued. Then the third and first traction 
sutures are pulled upon and the stitching continued to its 
place of starting at the mesentery where it is tied to its 
other free end. The traction sutures are then tied or 
removed. 

[The only criticism of this technic is the use of a con- 
tinuous suture; a running suture around the bowel, if not 
tied tight, has a tendency to permit of gaping of the 
edges, with consequent leakage of intestinal contents; and 
if a continuous suture embracing one-third of the circum- 
ference of the bowel be tied too tight, a stricture of the 
lumen will result. We believe the author would improve 
his method by advocating an interrupted instead of a con- 
tinuous stitch. ] 


The Theory of Narcosis. First address of the Harvey 
Society, lecture course. (Die Theorie der Narcose.) 
By Pror. Hans Meyer, Vienna. Journal of the Amer- 
ican Medical Association, January 20, 1 


Meyer advances the following theory of narcosis: “The 
narcotizing substance enters into a loose physico-chemical 
combination with the vitally important lipoids of the cell, 
perhaps with the lecithin, and in so doing changes their 
normal relationship to the other cell constituents, through 
which an inhibition of the entire cell chemism occurs. It 
also becomes evident that the narcosis immediately dis- 
appears as soon as the loose, reversible, tension combina- 
tion dependent on the solution breaks up. It follows, fur- 
ther, that substances chemically indifferent, as the volatile, 
saturated hydrocarbons, can act as narcotics.” It is the 
distrinution relationship, the so-called distribution co- 
efficient, of the narcotics between fatty and watery solu- 
tions that is the determining factor of narcotic action, and 


with the increase in this distribution coefficient there is an 
almost parallel increase in the narcotic strength, that is, 
decrease in the molecular concentration necessary for nar- 
cosis. The apparent exceptions to the general rule are 
readily explainable by the naturally inexact methods of 
estimation of narcotic power. As all living cells contain 
lecithin, a lipoid body, this theory explains why all cells 
capable of stimulation are depressed by these narcotic sub- 
stances. Narcotic drugs are complex substances and 
therefore that some of them produce other effects, some- 
times even masking their narcotic action, is not remark- 
able. It is not attempted, moreover, to explain every type 
of narcosis by this theory. It is probable that other dis- 
turbances in chemical equilibrium may occur to inhibit 
the function of the cell, and that substances. such as mor- 
phin, are narcotic otherwise than through the “alcohol 
lipoids,” and the sanve may be true of the very remark- 
able narcosis from magnesium salts, lately discovered by 
Meltzer. 


A New Method of Operating on Dupuytren’s Contrac- 
tion of the Palmar Fascia, together with the Suc- 
cessful Use of Neural Infiltration in such Opera- 
tions. W. W. KEENE. American Journal of Medical 
Sciences. January, 1906. 


The patient reported in this paper had been previously 
operated upon for the same condition on the left palm. The 
right palm now showed nodules and depressions over a 
large area. The previous operation on the other hand 
(excision of the bands) had not prevented recurrence. On 
account of the patient’s poor general condition, general an- 
esthesia was inadvisable. The median and ulnar nerves 
just above the wrist were exposed and infiltrated with 
adrenalin and Beta eucain but as sensation was not thus 
abolished four or five drops of 440 cocain solution were in- 
jected into each nerve, giving complete anesthesia in a few 
minutes. A flap was made, shaped like an inverted U 
(square croquet wicket) and extending from the interspace 
between the thumb and index. finger, almost to the web of 
the fingers, and then across to between the little and ring 
fingers, and from there upward again towards the wrist. 
All the tissues down to the tendon sheaths were included 
in the flap; the flap was then turned back and the palmar 
fascia dissected away from it. The skin toward the little 
and index fingers, outside of the flap, was undermined and 
the fascial fibres left behind were removed. After exact 
hemostasis, the wounds were closed. Primary union and 
good functional results were obtained. 


Pressure-Bearing Amputation-Stumps by Bunge’s 
Method (Zur Frage der Tragfiéhigkeit der Bunge’- 
schen Amputationsstiimpfe). Ranzt.. Wiener 
Klinische W ochenschrift, No. 51, 1905. 


Bier’s method of osteoplastic amputation is excellent, but 
technically offers some difficulty and cannot be applied 
where union by first intention is not expected. The methods 
of Dietel and Wilms who interpose the Achilles tendon be- 
tween the bone and the flap are good, but protract the 
treatment. Bunge scraped out the medulla of the bone for 
Y% cm. to avoid a callus adherent to the scar, and the author 
additionally scrapes away the periosteum for the same 
distance. Twelve amputations through the lower part of 
the leg and 18 through the thigh, by this method, gave 
perfect results in 27 cases; two further cases have some 
pain but the stump is not sensitive to pressure; one case 
had a poor result. Three to four weeks after operation a 
temporary prothesis is worn. ‘This method is especially re- 
commended in cases where primary union is not to be ex- 
pected and where a short convalescence is looked for. 


Three Cases of Meningocele that Recovered. Gro. W. 
GuTHriE, Pennsylvania Medical Journal, December, 
1905. 


The first case was in the mid-cervical region and was 
the size of a walnut; the second, the size of an orange, 
was in the upper dorsal region; while the third was of the 
occipital variety and: about the size of a medium-sized 
walnut. The first disappeared spontaneously, at the end 
of about two and a half years. The other two were ex- 
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cised. The author advises that excision should not be at- 
tempted until the child has reached the age of from three 
to six months; meanwhile the tumor is to be protected 
carefully from any possible violence; this delay will also 
indicate the possibility of spontaneous cure. Operation 
should also not be done in the face of such complications 
as paraplegia, especially of the bladder and rectum, hydro- 
cephalus and marasmus. Guthrie does not think highly 
of the injection method of treatment. The operation con- 


sists in careful dissection until the neck of the sac is 
reached. This is ligated, if possible; if not the sac is cut 


away and the neck is sutured. 
sewed together. 


The soft parts are then 


Vessels. 
December 


Arteriovenous Aneurism of the Occipital 
Harvey Cusuine, N. Y. Medical Journal, 
23, 1905. 

The aneurism resulted from a contusion of the head 
which occurred seven years before. The tumor appeared 
two months after the accident and soon developed a per- 
ceptible thrill, accompanied by buzzing noises in the head. 
A surgeon had tied the occipital artery with only tempo- 
rary relief. The tumor was about 5 cm. in diameter and 
raised about 2 cm. above the scalp. It presented a marked 
pulsation and thrill and numerous dilated and pulsating 
veins were seen radiating toward the tumor. 

Ligation of the external carotid was done, followed by 
excision of the aneurism. This was attended with much 
difficulty. On dissection of the mass, a small opening was 
found between the occinital artery and vein; the latter was 
dilated considerably opposite the opening. This is the 
first arteriovenous aneurism between the occipital vessels 
that has been reported. Arteriovenous aneurisms are 
usually due to clean, narrow, punctured wounds which in 
the depths of the tissues injure the adjoining sides of 
two closely approximated vessels. In the days of vene- 
section the bend of the elbow was the usual seat of these 
aneurisms. In the head, the most common form is that 
between the cavernous sinus and the internal carotid ar- 
tery. This is due to severe blows on the head and is 
accompanied by very intense buzzing and by pulsating ex- 
ophthalmus. All arteriovenous aneurisms fall under two 
main types:—I. The aneurismal varix, in which form there 
is a simple tangential arteriovenous fistula resulting in gen- 
eral venous dilatation. 2. The aneurysma varicosum, where 
the arteriovenous communication takes place through an 
intermediary sac. This sac is usually formed by the fibrous 
organization of an interposed hematoma; more rarely it is 
represented by a true arterial aneu~ism that has ruptured 
into an adjoining vein. 

Cushing discusses the various operations that have been 
advanced for the cure of this condition. Hunter’s opera- 
tion he regards as valueless. The ligation of the artery 
above and below without splitting the sac has been carried 
out in many cases with success. Ligation of both vessels, 
with or without opening of the sac, is too often followed 
by distal gangrene to be regarded as safe. Comnlete ex- 
tirpation is unattended by risk in a small percentage of 
cases. On the scalp, it may be performed with safety. 


On Atypical “Internal Derangements” of the Knee 
Joint. ArtHuR E. Barker, British Medical Journal, 
December Q, 1995. 


Barker has met with three cases in which the symptoms 
were referable to loose bodies or to dislocations of the in- 
ternal meniscus, but in which these conditions were not 
found at the time of operation. Instead there was found 
in each case a white tag of loose tissue, hanging by a long 
pedicle from the fatty tissue behind the patella. When this 
was removed all the symptoms were alleviated. The 
author believes that this tag forms as the result of a chronic 
hyperplasia of the fat behind the patella, leading to hyper- 
trophy. This condition may be easily overlooked at the 
time of operation, and is best visible in strong light in the 
position of extreme flexion with rotation of the tibia out- 
ward. The pain is always referred to one situation—on 
the inner and anterior asnect of the knee. As a matter of 
fact, this point of maximum pain and tenderness is the rule 
in all the so-called internal derangements of the knee. 


This was even true in one case of dislocation of the 
external meniscus which the author had under ob- 
servation. 


Epidural Injections (Ueber epidurale Injektionen). M. 


Hirscu. Zentralblatt fiir Harn- und Sexualorgane, 
No. 12, 1905. 
Epidural injections have received but scant trial in 


Germany chiefly because Karo and Brunner wrote against 
the use of this method. Cathelin was the first to suggest 
the procedure. The dural sac ends at the level of the 
second sacral verteba and the sacral canal below this level 
contains only the cauda equina, the sacro-coccygeal nerves 
and venous plexuses. A needle 6 cm. in length, firmly at- 
tachable to a sterilizable syringe of 10 c.cm. capacity, is re- 
quired. The solution used is composed of sodium chlorid 
0.2; cocain hydrochlorate 0.01; and sterile distilled water 
100.0. The patient is placed on the left side, the legs and 
thighs sharply flexed and the spinal column bent forward 
as for lumbar puncture. To locate the sacral hiatus, the 
fingers are passed along the sacral spine until a small 
triangular depression, bounded on each side by small bony 
prominences, is reached. Lines drawn from the posterior 
superior spine of one side to the tuber ischii of the other 
will cross at this same site. With all necessary aseptic pre- 
cautions the needle is stuck inward at an angle of 45° until 
the thick closing membrane has been perforated (unskilled 
operators should pass the needle inward until the anterior 
bony wall of the sacral canal has been touched), the needle 
is now sharply depressed and cautiously pushed upward in 
the lumen of the canal until the end butt itself touches 
the skin. The trocar is removed, the syringe at- 
tached, and 10-20 c.cm. (in adults; a proportionate amount 
in children) of fluid slowly injected. Should blood drip 
from the needle when the trocar is withdrawn, the position 
of the point must be changed or an intravenous injection 
might result. No anesthesia is required ordinarily, and 
but little discomfort results later on. In 17 per cent., slight 
sequelz, such as headache or vomiting were noted (in one 
instance due to the use of a stronger cocain solution, in 
other cases resulting from the injection of too much fluid). 
In almost all cases a distinct sensation of warmth is felt, by 
the patient in the lower extremities and in the genitals; in 
males priapism, lasting from four to five hours, may appear, 
and objectively examination of the bladder with the 
cystoscope invariably showed hyperemia of the vesical 
mucous membrane. 

The method is analgesic “and gives good results in 
sciatica, lumbar neuralgias, and the visceral crises of tabes 
or saturnism. Several authors have employed this method 
for the rapid introduction of drugs, such as mercury, in 
syphilitic spinal cord trouble. The chief use of the method 
has been in the treatment of certain affections of the genito- 
urinary system, especially enuresis and irritable bladder. 
Hirsch had 30 cases, of which all but 3 were of enuresis— 
80% were cured, 13% improved and 7% unimproved. The 
number of injections varies between 3 and 10, at one, two 
or three days intervals. Most probably the hyperemia in- 
duced by the injection increases the sensitiveness of the 
bladder and therefore magnifies the desire to micturate, 
which thus attracts the notice of the patient. 


The X-Ray Diagnosis of Thoracic Aneurisms. F. H. 
Baetyer. Johns Hopkins Hospital Bulletin, January, 
1906. 


The importance of diagnosis in the early stages lies in the 
fact that at the onset remedial measures (diet, drugs, anti- 
syphilitic treatment) are of greatest value. Although a 
radiograph gives a permanent picture, the radioscopic view 
is more important. The following method is used. Before 
examination by the x-rays, abnormalities such as deformi- 
ties of the spine with consequent displacement, are looked 
for. The tube is placed at the level of the third rib, from 
twenty to twenty-four inches away from the back of the 
patient, both an anterior and posterior view being taken 
through the fluoroscope. This will permit the examiner to 
distinguish the relative position of organs as objects ap- 
pear the larger the further they are removed from the 
screen. By transverse views we note whether the object is 
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attached in front or behind. The tube is then raised to the 
level of the sternum. In a normal subject the clavicles, 
scapule and ribs are plainly outlined; in the median line the 
spine and sternum form a dark band about two inches 
broad. On the left and below, the pulsating left heart is 
noted, fusing with the shadow of the diaphragm, and on 
the right side the right heart and the diaphragm. The aorta 
is hidden by the spine; in only 1% (thin individuals) is its 
pulsation seen. Any shadow to the right or left of the 
sternum is abnormal. It may be due to new growth, en- 
larged glands, displaced aorta, dilatation or aneurism of 
the aorta. The shadow cast by new growths or glands is 
denser than that of aneurisms, its edges are, however, more 
hazy and irregular ; pulsation is a deceptive sign (trans- 
mission.) In dilated aorta the shadow disappears between 
pulsations. Sacculated aneurisms present little difficulty; it 
is the diffuse which are difficult to recognize early. The 
shadow persists between pulsations. 

Aneurisms of the ascending portion of the aorta cast a 
shadow more to the right than to the left of the sternum 
and are nearer the anterior than to the posterior wall of 
the chest. Aneurisms of the arch are slightly to the left 
and reach well into the neck; they also are more anterior. 
Aneurisms of the descending arch cast a shadow to the left 
and are nearer the posterior wall. In 104 cases a nositive 
diagnosis of aneurism was made. In 70-75% the cases 
were sent from the medical division of the hospital with 
the positive diagnosis of aneurism; in 20-25% the diag- 
nosis was doubtful; in 5% the findings were accidental. 
Eighteen per cent. came to autopsy, the x-ray and autopsy 
findings agreeing in all instances. ‘lhe author reports 
several interesting cases in detail, in which the physical ex- 
amination showed no aneurism, but the x-ray examination 
plainly demonstrated the lesion. 


Dilatation of the Anal Sphincters. CHAr Es J. DRUEcK, 
Chicago Medical Recorder, December 15, 1905. 


The author has devised the following method for dila- 
tation of the anal sphincter without general anesthesia. As 
much of the mucus membrane as can be everted with the 
fingers is first sprayed with a 4% solution of cocain to 
which is added 14% of 1I-1000 adrenalin. The anal canal 
is then treated by injecting 10-20 minims of the same solu- 
tion through a short nozzled syringe. The patient is 
placed in a semi-recumbent position for five minutes. A 
large Kelly calibrator is then warmed, smeared with a 
lubricant (not glycerin) and introduced by a slow boring 
motion; the pressure must be slight but steady. In this 
way a dilatation of from one to two inches may be ob- 
tained. When the dilatation is sufficient, the calibrator is 
left in situ for from 10 to I§5 minutes. It is then 
withdrawn very slowly. Sometimes at the first treatment 
sufficient dilatation may not be obtained. The treatment in 
such a case is repeated every day until the muscle is re- 
laxed sufficiently for all purposes. By the aid of this 
method, the author claims that many patients may be 
brought into the field of office work. 


The Indications for Appendicectomy in Ilio-cecal Pains 
(Ueber die Indikationen sur Appendektomie beim Ilio- 
cokalschmerz). Pryr. HocHenecc. Wiener Klinische 
Wochenschrift, No. 51, 1905. 


Nothnagel has applied the term “pseudo-appendicitis” to 
a purely functional trouble with. appendicular symptoms. 
At the operation the appendix was found normal and the 
symptoms persisted. Somewhat similar cases have been 
reported by Kiittner and by Singer. Hochenegg has re- 
viewed the cases he personally operated upon and in the 
light of his review he feels more inclined to extend the 
scope of operative interference than to curtail its application. 
The cases examined were those free from any distinct at- 
tack, but manifesting often vague and usually manifold 
symptoms, especially thet of ilio-cecal pain, in which the 
appendix was removed and anatomically examined, and 
finally, in which the subsequent course could be studied. Of 
these 14 cases only one continued to feel pain post-oper- 
atively. Merely to classify a case as normal by examina- 
tion of the already removed appendix is not fair; the loca- 
tion of the appendix, its relation to neighboring organs, the 


fashion in which it enters the cecum, in fact its functional 
mechanism as a whole, must be taken into account. 

The chief complaint as just stated, is ilio-cecal pain. An 
annoying sensation of fulness and tension, usually consti- 
pation, more rarely diarrhea and mucoid stools, are noted. 
The general condition and psychic alterations are often ex- 
cessive, the trouble proving gradual but progressive in its 
development. Objectively, sensitiveness to pressure may be 
present over McBurney’s point, or merely a sausage shaped 
resistance in the ilio-cecal region, with cecal succusion. A 
beginning right inguinal hernia may give nearly similar 
symptoms, and of course biliary or ureteral colic must be 
excluded. In appendicitis pain, posture on the left side will 
usually cause the pain to be felt nearer the median line 
(the cecum gravitating inward). 

Operation disclosed several types of cases. In some the 
long appendix was closely adherent to the cecal wall form- 
ing, so to speak, an integral part of it. When the bowel 
was distended pain was caused by stretching the appendix, 
and was promptly relieved by emptying the git. In one 
case the appendix was adherent to the pelvic wall, the full 
and heavy cecum thus relieving the strain, but tne empty 
and contracted bowel causing painful pulling; in this case, 
therefore, defecation increased the symptoms. In a third 
type an infantile appendix, that is a funnel-shaped continua- 
tion of the cecum, produced pain whenever the large bowel 
was distended. Compensatory muscular hypertrophy re- 
sults during the necessary attempts to empty such an ap- 
pendix. Should a real attack of appendicitis develop, the 
chances of a sudden rupture from overdistension, are great. 
Finally there are long appendices with short mesenteriola 
and narrow slit-like openings. When feces and gas fill the 
colon the appendix is distended, cannot elongate and as- 
sumes a corkscrew curve, with severe traction upon its 
mesenteriolum. Al! the above mentioned types are also, 
of course, favorable sites for true inflammatory affections 
of the appendix, and may therefore properly be extirpated 
not only to relieve the actually present symptoms, but as a 
prophylactic measure against appendicitis proper. Appendi- 
citis, by the way, has really increased in frequency, par- 
ticularly in the cities, where a sedentary mode of life has 
contributed to the increase of constipation. No cathartic 
or irrigation should be given during an attack until we 
know that the rectum is free of feces, for otherwise the 
increase of intraintestinal tension may produce a rupture 
of the diseased tissues. 

Hochenegg was first inclined to explain the elongated 
tumor felt in the right iliac fossa as appendix and adherent 
omentum, later he favored Treves’ view that the con- 
tracted rectus muscle produced the tumor, but now he has 
repeatedly found that an hypertrophied and tonically con- 
tracted lower ileum is what is felt. This spasm also 
accounts for the meteorism and feeling of tension com- 
plained of. The symptom is probably a reflex due to the 
abnormal sensitiveness of the cecum. Internal remedies fail 
in these cases and in the only case which was not relieved 
by operation, enteroptosis, floating kidney and _ intestinal 
catarrh were coincidentally present. 


My Method of Gastroenterostomy, with Statistics of 
Operations Performed. (Meine Methode der Gastro- 
enterostomie, nebst Statistik der nach ihr gemachten 
Operationen). F. De Beute. Zentralblatt f. Chirur- 
gie, Nio. 52, 1905. 


The author published a year ago a method of performing 
gastroenterostomy with a modified button, which was to 
prevent the vicious circle and regurgitation of bile and pan- 
creatic juice into the stomach. The anastomotic opening is 
made as usual, but the button is so constructed that its 
lumen is not straight but has a curve of 30°, much like that 
of the ordinary stopcock, the stomach opening being at the 
end, the intestinal opening at the side of the button. After 
the button has been inserted and locked in the usual way 
the intestinal opening of the device is turned so that it 
points toward the distal part of the loop, thus acting as a 
valve. Twenty-two cases operated upon with Beule’s but- 
ton are recorded. One died of pneumonia (pylorectomy for 
carcinoma); the second died of shock a en hours after 


operation; two died as a result of the operation, but the 
anastomosis was not at fault. Not one case of vicious circle 
developed. 
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Enteric and Mesenteric Cysts, with Report of an Un- 
usual Case. J.C. AYER, American Journal of Medical 
Sciences. January, 1906. 


The patient, twenty-three years of age, had had for seven 
years repeated attacks resembling mild appendicitis. Upon 
operation the appendix was found normal, but a cystic mass, 
the size of a duck’s egg, occupied the lumen of the cecum. 
As reduction was impossible, the diagnosis of intussuscep- 
tion could not be maintained. The cecum was incised and 
the tumor opened through the gut. The tumor proved to be 
a cyst within the mesentery, adherent to and invaginating 
the cecal wall and intimately adherent also to one flap of 
the ilio-cecal valve. At one end the cyst was continued for 
two inches as a ftunnel-shaped pocket. As much of the 
smooth cyst wall as possible was resected and the edge 
united with the cecal wall. The gut was sutured, and a 
small drain left in the peritoneum. Recovery was unevent- 
ful. The author thoroughly reviews the entire literature on 
the subject of mesenteric and enteric cysts. He considers 
their origin from some intestinal diverticulum likely. 


Paranephric Cyst Simulating Movable Kidney. J. M. 
Exper, Montreal Medical Journal, December, 1905. 


The patient for six years had attacks resembling Dietl’s 
crises—severe pain in the side, accompanied by nausea and 
vomiting. A tumor had been present on the right side of 
the abdomen, freely movable and about the size and shape 
of a kidney. Prolonged rest and support proving unavail- 
ing, the patient was operated’ upon with the idea of per- 
forming nephropexy. At the operation a cyst was found 
which was easily separated from adhesions and removed. 
The kidney was in its normal site. 

On pathological examination the cyst measured 10 x 7 
x 5 inches, and was divided into three lobuli which com- 
municated with one another. It contained a thin, straw- 
colored fluid, rich in albumen, and traces of urea. The 
origin is given as probably from the Wolffian body. 


Bilharziosis of the Bladder (Zur Bilharziose der Blase). 
R. Kurtner. Zentralblatt fiir die Harn- und Sexual- 
organe. Heft 12, 1905. 


The patient was twenty-one years of age, and had ac- 
quired his disease in the Transvaal at the age of six or eight 
years. An increasing hematuria had gradually developed, 
never being more than temporarily checked by rest, milk 
diet and local applications. Kutner was able to find many 
of the characteristic ova in the urine, but never any of the 
developed parasites. Of greatest interest is the cystoscopic 
picture which showed many closely placed smooth or disin- 
tegrating dark red tumors, some reaching pigeon-egg size, 
also cauliflower-like excrescences. As the parasites deposit 
their eggs in the pelvic veins, erosion of the bloodvessels 
and hematuria result. In this case the copaiba balsam 
usually given had failed; likewise urotropin and topical 
applications. Stypticin reduced the hemorrhages for a 
time. Finally a suprapubic cystotomy was performed, the 
tumor masses cut and scraped away, and the raw areas 
cauterized. These radical measures have, however, failed 
to cure, for a recent letter from the patient states that the 
symptoms have recurred. 


The Treatment of Tuberculosis of the Urinary System 
by Tuberculin (T. R.) Joun G. Parnor, The Lan- 
cet, December 16, 1905. 


Pardoe has treated 21 cases, mostly instances of vesical 
tuberculosis, and concludes that the results are as good 
as, if not better than, those obtained by various forms of 
Irrigations. Of the 21 cases, 5 were apparently cured, and 
4 were greatly improved. The remainder showed slight 
or no improvement. .The author begins with a dose of 
1/500 milligramme (T. R.) and gradually increases the 
dose until a definite reaction is obtained in the form of a 
rise of temperature. The dose is then reduced to the 
quantity that produces no reaction; this dose is given once 
a week for a long period. Should a reaction again occur 
the dose is once more diminished and given at longer in- 
tervals. The only cases in which this method of treatment 


is contraindicated are those in which both ureters are in- 
volved by the disease. 


The Operative Treatment of Tumors of the Bladder. 
A proposal to substitute bilateral lumbar nephrostomy 
and the establishment of renal fistule in cases of 
bladder tumor, for ureteral implantation in connection 
with bladder rescction or total extirpation, and that 
the bladder operation be done after an interval and 
not together with the nephrostomies. F. S. W'atson, 
Annals of Surgery, Uecember, 1905. 


The lengthy title fully expresses the suggestion offered 
by the author. As a basis for the plan, elaborate statis- 
tical reports of the comparative efficacy and dangers of re- 
section of the bladder and of nephrostomy are given. Of 
benign tumors 243, and of malignant tumors 410 were re- 
corded. Six operative failures (deaths or rapid recur- 
rence) occurred in 28.6 per cent. of benign tumors and in 
46 per cent. of carcinoma cases. In favor of radical re- 
moval are the necessarily fatal outcome without interven- 
tion, the severe suffering in the later stages, the long 
period of good health enjoyed after operation, and the 
avoidance of compression symptoms and of ascending in- 
fection. Against operation could be urged the high mor- 
tality rate, the frequently long period 8f latency, the futility 
of operating when metastases are present and the difficulty 
in determining their presence, the hopelessness of operating 
in cases of sarcoma and myxoma (72 cases, death within 
8 months of all but 2 cases). 


Hysterectomy for Fibroids of the Uterus with Report 
of 250 Operations. J. B. Deaver. American Jour- 
nal of Obsietrics, December, 1905. 


Various statisticians claim that one womari in every five 
or seven who have reached “35 years or over, has fibroids. 
Of uterine tumors, one-third are fibromyomata. Maternity 
and childbearing are the foes of fibroids. Deaver consid- 
ers such of these tumors as produce no symptoms “ 
nearly harmless as any pathological change can ever be.” 
Malignant changes in fibromyomata are of rare occurrence 
—sarcoma and carcinoma less than one per cent. In un- 
operated cases the mortality is not more than I in 2,000; 
this justifies a conservative stand on the subject of opera- 
tion. Although the fibroid may not cause any symptom, 
other secondary conditions, such as the common coinci- 
dence of tubal or ovarian. disease, may necessitate inter- 
vention. Hysterectomy is required for pressure symp- 
toms, or for the hemorrhage due to submucous fibroids. 
Waiting for the menopause is a fallacy, as the climacteric 
usually is delayed. Intramural growths, though small, may 
cause excessive pain. Frequency of micturition, obstinate 
constipation and often hemorrhoids are found with larger 
tumors. Rectal examination proves of great value. Most 
patients with fibroids are more or less anemic and toxemic; 
myocarditis and arteriosclerosis are cormmon complications 
and frequent causes of death after operation. Intrauterine 
applications have never been used by Deaver; electric treat- 
ment is to be condemned; curettement is occasionally of 
use to remove necrotic tissue or to temporarily stop hem- 
orrhage, where radical operation must be postponed. Cas- 
tration, and ligation of nutrient arteries are of no, or only 
temporary, efficacy. Myomectomy, though ideal of con- 
ception, is rarely indicated—he used it 13 times in 250 
cases; vaginal hysterectomy he employed only 3 times, 
chiefly because in most of his patients the vagina and pel- 
vic outlet is narrow and complications, such as pus tubes, 
are not readily dealt with by this route. The operation 
of choice is a supravaginal hysterectomy, which can be 
rapidly performed, has a lower mortality than total re- 
moval, and leaves less likelihood of a subsequent prolapse 
of the vagina. By this method he has operated 219 times 
with 20 deaths A per cent.); in the last 48 cases, no 
death.. This improvement is probably due to earlier op- 
eration, and post-operative employment of saline intra- 
venous infusions. Pan-hysterectomy was performed by the 
writer in 14 cases with one death. Whenever possible, at 
least some ovarian tissue was left behind. Deaver is op- 
posed to the routine removal of healthy appendices, search 
for gall stones, etc., before concluding the operation. 
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Thirty-four times the appendix was removed, once in an 
acute attack, the rest because this organ had previously 
given symptoms, or was involved in the pelvic disease. 
Operations extending over more than three-quarters to 
one hour increase the danger. A hemoglobin count below 
20 per cent. has not deterred Deaver from operating. He 
frequently uses large clamps and mass ligatures, and regu- 
larly drains if there is oozing. If a complete hysterectomy 
is to be performed, rapid supravaginal amputation, fol- 
owed by cutting of the cervix out of the vagina, simplifies 
this operation. 


Metrorrhagia Myopathica. B. M. AnspacH. American 
Journal of Obstetrics. January, 1906. 


Under this head the author classifies a form of uterine 
hemorrhage, which is independent of the usual causes of 
metrorrhagia and is due to a pathological condition of the 
uterine muscle, though he is unable to say whether the af- 
fection is primary, secondary or due to a general con- 
dition. Anspach has made a careful study of the appear- 
ance of the uterus and its vessels at various ages, before and 
after childbirth, menopause, etc., especially to determine 
the relative amount of connective and elastic tissue in and 
about the bloodvessels. As a result he concludes that 
metrorrhagia myopathica stands for a distinct class of 
cases incorrectly grouped as apoplexia_uteri, endometritis 
senilis and preclimacteric bleeding. The condition is a 
symptom, dependent upon anatomical or physiclogical lesions 
of the uterine muscle. No definite anatomical lesion has 
been demonstrated, but probably there is a deficiency of 
the elastic tissue constituents of the vessel walls and of 
the subserous and supravascular uterine layers. This re- 
sults in insufficient contractile power of the uterus, which 
may be purely functional. The uterus is enlarged, softened 
and has a patulous os. The trouble manifests itself solely 
in women who have borne children, and should be diagnosed 
only where all other possible causes for uterine hemorrhage 
can be excluded (carcinoma, cystic endometritis, nephritis, 
heart disease, etc.) The use of the terms apoplexia uteri, 
senile endometritis or _preclimacteric bleeding, in this con- 
nection is incorrect. Curettage, atmocausis, etc., is of little 
value in these cases, yet palliative measures should be tried 
before resorting to hysterectomy. Obliteration of the en- 
dometrial cavity is the other alternative, but is more. diffi- 
cult and more dangerous than removal of the uterus. 

Three cases are reported, all in patients over 40, and 

multiparous, in whom the excessive metro- and menorrhagia 
required hysterectomy. 


Malignant Ovarian Tumors in Children: with report 
of a case. J. Lew: Donnauser, Albany Medical An- 
nals, January 1906. 


The author reports an interesting case of a child, 13 years 
old, who was operated upon for rupture of an ovarian cyst. 
The cyst was of*the ordinary uniloculor variety and was 
removed. Two months later symptoms appeared which 
necessitated another laparotomy, and it was found that the 
abdomen was full of numerous growths. The child died 
at the end of a month. Microscopically the tumor con- 
sisted of both sarcomatous and epithelial elements, the lat- 
ter in the form of gland-like structures; these mixed 
elements rendered the classification of the tumor a difficult 
problem. This tvpe of tumor of the ovary has béen noted 
by many observers before and is called by various names, 
such as adenosarcoma, adenocarcinoma, cystic endothe- 
lioma, sarcoendothelioma, etc. As a result of the author’s 
resumé of the literature of ovarian malignant growths in 
children, he arrives at the following conclusions: I. 
Malignant ovarian growths may occur in children. 2. In 
the first stages of the disease the clinical symptoms of the 
benign and of the malignant tumors are identical. 3. The 
tumor may be discovered accidentally or from symptoms 
arising from a rupture of the cyst or twisting of the pedicle, 
which may be the first evidence of the presence of an 
ovarian tumor. 4. Children of all ages are susceptible to 
the disease although it occurs most frequently between ten 
and fourteen years. 5. All ovarian tumors should be re- 
garded with suspicion because of the possibilities of malig- 
nancy. 6. Rupture of an ovarian cyst should be guarded 
against because of the possibility of secondary implanta- 


tions in the peritoneum. 7. Accurate classification of the 
mixed tumors is frequently impossible in the present state 
of our knowledge. 


Inversion of the Uterus, with Report of Two Cases Re- 
placed by Laparatomy. FrizpMAN, Journal 
American Medical Association, December 23, 1905. 


Friedman gives a general review of the subject of in- 
version of the uterus. Ia 88% of the cases the inversion is 
puerperal, and is due to traction on the adherent placenta, 
precipitate delivery, and short cord. The remaining 12% 
are due to fibroids. Inversion may be acute or chronic. The 
symptoms of the acute variety are shock, pain, hemorrhage 
and collapse. Chronic inversion may have few or no symp- 
toms, or there may be occasional hemorrhage with con- 
sequent anemia, urinary disorders, difficult defecation or 
constipation and discomfort in walking or standing. In 
chronic cases adhesions may form between the extruded 
endometrium and the cervix or vagina, or between the two 
layers of invaginated peritoneum. Sometimes the blood 
supply is interfered with to such an extent that gangrene 
results. The prognosis is grave in both varieties; statistics 
show that about 22% of the women die. The diagnosis in 
some cases between inversion and uterine polyp is very 
difficult. The sound is not infallible because the polyp 
may be adherent to the uterine cavity, preventing the in- 
sertion of a sound. If a depression is felt in the fundus 
through the relaxed abdominal wall, the diagnosis is 
rendered easy, but sometimes the tubes and round ligaments 
fill in this crater and the examiner may be deceived. As 
regards treatment, the author is in favor of the abdominal 
route as a general rule. In acute cases reposition may be 
tried; this should be done gently and efforts should not 
be persisted in too long, because it is attended with con- 
siderable shock. If the placenta is still adherent it should 
be removed before any attempt at reposition. In chronic 
inversion, reposition may be tried. Anterior colpo-hyster- 
ectomy (Spinelli’s operation) the author condemns _ be- 
cause the possibly infected tubes and round ligaments are 
returned to the clean abdominal cavity. Sometimes also a 
loop of bowel presents in the crater and may be injured 
when the incision is made. The operation that the author 
recommends is the following: A median abdominal in- 
cision having been made, the ring is dilated slowly. Mod- 
erate force should be used and this must be regulated by 
the hand. The assistant then places his hand in the vagina 
and begins to carry up that part of the uterus which 
descended last. As this rises it is caught in the volsellum 
forceps. This process of dilatation and reposition is kept 
up until the reposition is complete. When the uterus has 
been replaced it may be suspended but this, as a rule, is not 
necessary. The abdomen is closed, and a hot intrauterine 
douche is given. Both cases that the author operated upon 
by this method recovered. 


Non-Operative Treatment of Prolapsus Uteri. The 
Shatz Pessary, etc. Kate CAMPBELL MEAp, New 
York Medical Journal, December 30, 1905. 


The Shatz pessary is saucer-shaped, made of hard rub- 
ber, and perforated liberally so as to allow for the exit of 
secretions. It is made in various sizes from 6 cm. to 9 
cm. This pessary, according to the author, is the only one 
that can be retained in cases of prolapse with torn perineum 
and flabby vaginal walls. It can be retained for a long 
time with perfect comfort and does not injure the mucous 
membrane. 


Union of Severed Nose. J. Murray Renton, British 
Medical Journal, December 16, 1905. 


A woman, aged 24, fell from her bicycle with the result 
that the end of the nose was torn off. It was found in the 
road ten minutes later. It measured about three-quarters of 
an inch from side to side and one-half inch vertically. No 
cartilage was present. Being covered with dirt and quite 
cold it was placed in warm water for a few minutes and 
then in 1-40 lysol. It was then sutured to the nose by a 
few catgut stitches. Primary union was obtained, and 
hardly any disfigurement zesulted. 
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